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Presidential Address 


American Hospital Association War Conference 


BASIL C. MacLEAN, M.D. 


HEN THE American Hospital Association 
W/ =! for the first time in St. Louis in 1910, 

there was a personal membership of 714, 
and at that time institutional membership did not 
exist. Seven years ago when we met in this hos- 
pitable city for the second time, the institutional 
membership totaled 1723. The report of the Coun- 
cil on Association Development includes that of 
the Membership Committee, which has been under 
the able direction of Asa S. Bacon, our Treasurer 
for many years, and this report shows as of Aug- 
ust 1942, an institutional membership of over 3200. 
I now have the pleasure, therefore, of greeting 
you on behalf of the Board of Trustees and Officers 
who direct an Association with an institutional 
membership which has almost doubled in seven 
years. At the same time our greetings are extend- 
ed to our sister associations, the American Protes- 
tant Hospital Association, the American College 
of Hospital Administrators, the American Associ- 
ation of Nurse Anesthetists, the American Associa- 
tion of Record Librarians and the Hospital 
Industries Association. This may be the last large 
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general meeting of the Association for some time 
and it is to be hoped that the mutual interest and 
assistance of these organizations may be contin- 
ued under some plan of periodic conference. 


Since our last meeting, war has come to us and 
has provoked additional problems in our hospi- 
tals. Those who have prepared the program for 
this meeting have worked hard in arranging sub- 
jects for discussion and in obtaining speakers of 
prominence of authority and ability. The sugges- 
tion has been made that the program this year 
should have been concerned more with post-war 
problems. It was felt, however, that the War Con- 
ference this year should emphasize the many im- 
mediate problems of wartime hospital administra- 
tion. During the year the Board of Trustees 


13 





authorized the appointment of a Committee on 
Post-War Planning. This Committee has recom- 
mended the establishment of a Commission on 
Hospital Care and you will find its report in that 
of the Council on Administrative Practice, as pre- 
sented to the House of Delegates. The task to be 
assigned to this Commission is one of great im- 
portance to all our hospitals, focused as it will 
be on the problems of that period of adjustment 
which will follow the War. 


I propose to speak briefly and touch upon only 
a few of the problems which have been dealt with 
by the Association during the past year through 
its Board of Trustees, the Coordinating Commit- 
tee and its constituent Councils, the Commission 
on Hospital Service Plans and by Special or Stand- 
ing Committees of the Association. The Joint Ad- 
visory Committee, representing the three national 
Hospital Associations, has met several times and 
has submitted memoranda on a number of legisla- 
tive matters which affect civilian hospitals. 


Again, I should like to pay my respects to the 
members of the various Councils and Committees 
who work so unselfishly for us. Only those who 
have had intimate contact with the direction of 
the affairs of the Association can appreciate the 
time and effort which is expended so generously 
by these men. I should like to speak also of the 
day-in, day-out administrative grind of the Exe- 
cutive Secretary, the Assistant Secretary and 
other members of the staff at headquarters. 


Personnel 

The Chairman of the War Manpower Commis- 
sion in an interview last month in Washington was 
asked if some measure of protection could be af- 
forded civilian hospitals by recognizing them as 
an essential war activity. It was submitted to him 
that the hazard is greater when war industry 
drains personnel from hospitals than when em- 
ployees are lured from, say department stores. 
This was readily admitted, but it was explained 
to us that any freezing of manpower and woman- 
power awaited the enactment of a National Ser- 
vice Act. Such legislation is now in the making 
and we may hope for some measure of assistance. 


Workers in war industries are receiving salaries 
and wages which are fabulous in comparison to 
those received by workers of the same ability in 
peacetime. Hospital payrolls have been or must be 
adjusted upward to meet the levels of peacetime 
industry, but it is not practical to attempt to com- 
pete with the artificial and inflated wage schedules 
of munition workers. Much has been said about 
the sacrifices of these men behind the gun, but no 
praise has been heard of the employees of hospi- 
tals who carry on at lower incomes, without slow- 
downs, strikes, picket lines, double time pay and 
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without special Army-Navy “E” awards and em- 
blems. In the absence of any governmental recog- 
nition, it might be well for the American Hospital 
Association to consider the issuance of an emblem 
to designate a hospital worker. Such a pin might 
be worn by all employees of our civilian hospitals 
to indicate that they are playing an essential, if 
less glamorous part in the national effort. 


Nursing 

In an article which appeared in a hospital jour- 
nal only a little more than six years ago, a leader 
in the field of nursing said it was “encouraging 
to find that fewer nurses are being graduated.” It 
would not be fair to criticize the nursing edu- 
cators or nursing leaders for lack of foresight, for 
we have all been guilty in this respect. Our opin- 
ions were influenced by our experience of the 
early thirties and by a desire to improve the level 
of nursing education. It was evident before the 
War, however, that a shortage of graduate nurses 
impended in this country and the shortage is now 
an acute one. It is reported from all urban areas 
and from most rural sections of the country. The 
National Committee on Recruitment of Student 
Nurses, as a part of the National Nursing Council 
for War Service, has done a magnificent job in 
stimulating enrollment of more students in our 
schools of nursing. It is hoped that we may enroll 
55,000 students in the 1942-43 school year. 


In the summer of 1942, about 4000 students came 
into our schools of nursing and this fall we have 
admitted approximately 32,000. This is a total of 
36,000 students, and we therefore need about 
19,000 more students in the spring of 1943 if we 
are to meet what is considered the minimum need. 
I know that many hospitals are hesitant to admit 
a spring class of student nurses, because of addi- 
tional expense. I make an appeal, however, to 
hospitals to do their utmost in overcoming the 
present critical situation in nursing by admitting 
as many students as possible during the spring 
months of the coming year. 


Subsidies are available through the United 
States Public Health Service for hospitals where 
enrollment has exceeded the base line of 1940-41 
and it is surprising that so many hospitals and 
schools of nursing have not availed themselves of 
this opportunity. There is some unfairness, of 
course, in the use of the 1940-41 enrollment figures 
in computing eligibility for subsidy. Some hospi- 
tals had the foresight to increase their schools of 
nursing in 1938, 1939, 1940 and 1941. These schools 
are penalized for their preparedness in that they 
do not receive proportionate financial assistance. 


The Subcommittee on Nursing of the United 
States Public Health Service has dealt with the 
whole problem of shortage of nursing personnel 
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in a number of conferences at one or two of which 
hospital representatives were present as consult- 
ants. I do not know what has transpired since the 
last meeting I attended in Washington three weeks 
ago today, but there are suggestions that the nurs- 
ing course be accelerated to 15 months or 24 
months or 30 months. Indeed, the 30 month course 
js now recommended by the National League of 
Nursing Education. 


It has been pointed out by representatives of 
hospitals that unless some form of subsidy is pro- 
vided, many hospitals without endowment for 
their schools of nursing would find it difficult to 
expand or even to continue an educational activ- 
ity. I speak now of hospitals that do not wish to 
exploit student nurses, but that recognize 
the school of nursing as an educational responsi- 
bility. These hospitals rightly feel that it would 
be unfair to withdraw the student nurse at a time 
when she begins to repay in service the costs of 
her training. 


We must be prepared to assist in programs pro- 
voked by demands of war and adjustments must 
be expected. The nursing curriculum may have to 
be altered to some extent and greater emphasis 
may have to be put on the more practical subjects. 
A closer relationship with hospitals is indicated, 
however, when governmental committees or other 
groups discuss changes in the system of nursing 
education which affect directly the fiscal policies 
of hospitals. 


Tributes should be paid to the various volunteer 
groups and particularly to their program of re- 
cruiting and training volunteer aide personnel. 
They have not yet attained their objective of 
100,000 but are confident this total will be reached 
next spring. They have done a magnificent job. 
Many volunteers have continued to give gener- 
ously of their time after the completion of their 
150 hours of voluntary service. Others have been 
unable to do so. Hospitals have hoped that the 
latter group could by arrangement be continued 
on a paid basis and a recent ruling of the Red 
Cross now makes this possible. Furthermore, the 
Red Cross has been asked to recruit actively a 
group who will receive their training of 80 hours 
in a two-week period and who will give 150 hours 
of voluntary service in a three-week period. After 
five weeks, therefore, members of the group will 
be eligible for nursing auxiliary service. An ap- 
propriate national title name for such a group is 
now being considered and the development of 
such an auxiliary should do much to offset some of 
our problems of nurse personnel in the difficult 
times ahead. 


I should like to suggest, however, that hospitals 
consider seriously the necessity of bringing salar- 


November 1942 


ies of graduate nurses who do institutional duty 
to a level which will be commensurate with the 
training and skill which they offer and which 
will attract more nurses who now do special or 
private duty nursing. Indeed, every effort should 
be made to eliminate luxury private nursing in 
hospitals. 


In general we should admit that nursing per- 
sonnel in our hospitals are underpaid. During 
these times they are overworked. In many of our 
hospitals seven nurses are carrying the nursing 
load which was borne formerly by ten nurses. 
Future relationships and a sense of fairness should 
prompt us to make this adjustment where it is 
indicated. 


In the spring of 1942 this Association made a 
proposal to the Surgeon General of the Army that 
civilian hospitals be permitted to train as hospital 
corps men, inductees who are not particularly 
suited for combat duty. It is believed that at least 
10,000 men could be given an intensive training in 
nursing procedures in a six months’ period and 
that they could then, under the direction of regis- 
tered and commissioned nurses, carry out most 
of the nursing duties of army hospitals. This offer 
has not been accepted and appeals are being made 
for graduate nurses for duty in the Army in num- 
bers which seem to be beyond our ability to meet. 
It is possible, however, that the actual experience 
of allied armed forces may lead to a revision 
downward of ratios of both medical and nursing 
personnel in our armed forces. 


Social Security 


There has been much “thunder and adrenalin” 
on the subject of Social Security legislation since 
the President’s budget message nine months ago. 
The suggested plan of the Social Security has been 
attacked as untimely, unnecessary and un-Amer- 
ican. In these days of compulsory military service, 
compulsory rationing and compulsory taxation for 
War, Old Age Assistance, Unemployment Insur- 
ance, and other things, it has been vociferously 
affirmed that the voluntary principle must be 
maintained in the financing of hospital care, or, as 
a headline of an article in a current hospital jour- 
nal proclaims it, “The American System of Work- 
ing, Spending and Saving as one Chooses Has Be- 
come a Cherished Right.” It is difficult to reconcile 
this beautiful sentiment with the facts of life as 
they are explained to us today by the Secretary 
of the Treasury and by others, but I wish I could 
be as optimistic as some of my idealistic friends. 
I cannot resist, however, the realism of other col- 
leagues, who see the peril ahead of an expanded 
governmental hospital system and the increasing 
problem of financing the voluntary hospitals of 
this country, unless some form of fair financial 
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partnership is worked out between our civilian 
hospitals and the agencies of Government. 


The Board of Trustees of this Association has 
taken a position as outlined in the statement 
amended and approved at the June 1942 meeting. 
In asking the Congress to defer inclusion of hos- 
pitalization payments in the Social Security Pro- 
gram, the door has not been closed to conference 
with the Government. The Special Committee 
representing the American Hospital Association 
and the Joint Advisory Committee, representing 
the three Hospital Associations, have met several 
times in Washington with representatives of the 
Social Security Board to explore the proposal for 
extension of Social Security legislation to include 
a cash indemnity system of payment towards the 
cost of hospital care to approximately one hun- 
dred million people. Much has been made of the 
point that $3. is too small a payment, and you will 
remember that this amount was the first one 
which was suggested for purposes of debate. It is 
apparent to those who have studied this matter 
closely that any system similar to that proposed 
by the Social Security Board would provide a 
payment considerably in excess of $3. a day. It is 
questionable whether the suggested plan of the 
Social Security Board will get to the legislative 
stage during the coming year. 


More recently, the Eliot Bill, H.R. 7534, has been 
introduced with the support, I believe, of a power- 
ful labor group, but apparently it is without the 
approval of the Social Security Board. Again, it»is 
doubtful if this proposal to increase Social Secur- 
ity taxes will receive legislative support during 
the coming year. In any event, assuming that it 
has an honest motive, the bill would have to be 
amended greatly to achieve a practical purpose. 
It is probable, however, that the exemption of em- 
ployees of nonprofit institutions from the provi- 
sions of the present Old Age and Survivors’ 
Insurance Program will soon be removed. This 
Association has been on record for some time in 
approval of such a step. 


Whatever our opinions on particular proposals 
may be, I suggest that we do not stubbornly resist 
the thought that the war and the post-war period 
will bring change to our methods of living and to 
our policies of Government. The solutions of prob- 
lems of employment, investment, production, 
finance, foreign trade, agriculture and politics will 
involve our institutions and include our hospitals. 


The muffled roar which echoes around the world 
is not Bataan or Leningrad, but a demand of peo- 
ple for security. This demand will not overlook 
the need for better distribution of medical and 
hospital care in this country. We can hardly ex- 
pect a return to the paradox of plenty of the 
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twenties and it appears that we shall have to dis- 
count many of the virtues of individualism. Much 
as we may cherish the independence of voluntary 
action, we should balance our dreamy idealism 
with a realistic approach to cold facts. As Dr. 
Frank Lahey stated at the Atlantic City meeting 
of the American Medical Association four months 
ago, 
“As we look back and realize the alteration 
in our point of view, I prophesy that the 
changes a year from now will make those of 
the past year appear small in comparison.” 


One well-known writer mentioned recently that 
people want to be rid of worry about where the 
next meal is coming from, whether the rent can 
be paid, whether the wife can go to the hospital 
for the new baby, whether illness or old age are 
going to leave one an object of scorn, facing char- 
ity. His thesis is that we are moving into some- 
thing which we might call “X” and which is 
displacing the system of free enterprise all over 
the world. In urging that we prepare ourselves 
for some changes in our way of life, he envisions 
a strong centralized government and an executive 
arm growing at the expense of the legislative and 
judicial arms. He believes that there will be great- 
er control of banking, credit, and security ex- 
changes by the Government. 


Many have predicted the underwriting by the 
Government not only of Old Age pensions, Moth- 
ers’ pensions, Unemployment Insurance and the 
like, but that the Government will concern itself 
also with the underwriting of food, housing, and 
medical care. 


A number of keen observers have expressed the 
opinion that there will not be a taking over of 
property or industries in the early socialistic sense, 
but that the formula will be government control 
without ownership. This opinion is held by many 
outstanding American citizens who are not gasp- 
ing social crusaders or starry-eyed idealists. For 
example, Philip D. Reed, Chairman of the Board 
of the General Electric, has said, 


“Our political, social, and economic scheme 
of things after the War will resemble neither 
the 1920’s nor the 1930’s. The War will ad- 
vance by several decades the trends away 
from laissez faire and toward economic plan- 
ning under government supervision.” 


The social and economic sands are shifting. Ben- 
eficiaries of Government are increasing. The 
classes of income are changing. Is it not wise, 
therefore, to consider soberly the feasibility of, 
and the need for, some form of non-operating but 
financial partnership between Government and 
the voluntary hospitals? It is my sincere hope 
that any such partnership will preserve and ex- 
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pand not only the voluntary hospitals, but also 
the voluntary hospital service plans. There is 
abundant evidence that private initiative can 
prosper in the same field with public enterprise 
and with mutual benefit. 


The Blue Cross Plans 


It is quite consistent for me to mention at the 
same time that representatives of hospitals should 
do their utmost to strengthen and enlarge the pro- 
gram of the Blue Cross Plans. In courage, re- 
sourcefulness, and social consciousness, the exe- 
cutives and directors of the voluntary hospital 
insurance plans have frequently forged ahead of 
their hospital confreres. Some plans continue to 
falter, but we should pay tribute to good leader- 
ship in the broad program and particularly to the 
Commission on Hospital Service Plans. 


The future tests of the Blue Cross Plans will 
be their ability to reach all the people who need 
budgeted hospital service. In some communities 
an excellent job has been done, but I am frank to 
admit that I do not believe the solution of the 
problem rests entirely with the voluntary system. 
I suggest that the voluntary plans in time must 
be geared with governmental plans to achieve 
depth and breadth of coverage. In the same vein, 
I suggest that the activities of the voluntary hos- 
pital system must be in the future more with those 
of the governmental hospitals and I urge that you 
acquaint yourself with the studies which have 
been made on this subject in Great Britain. The 
publications of the Nuffield Provincial Hospitals 
Trust and the British Hospitals Association in par- 
ticular deal with the coordination and the region- 
alization of hospital services in that country. 


The future status of the voluntary hospitals de- 
pends upon their continued supply of free or low 
cost community service. This is less difficult for 
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the comparatively few hospitals which have large 
endowments or substantial bodies of contributors 
or grants from community chests, but the average 
hospital has none of these. The questions which 
will be asked are; What percentage of community 
service does the average non-teaching voluntary 
hospital supply, and what percentage does its 
community need? 


* 


I do not propose to use mileage as a measure 
of effort in reporting the work of the President 
during the past year, but it has been a pleasure 
to meet members of the Association at meetings 
in many sections of the country. Plane failure pre- 
vented me from completing one assignment, but 
I was able to attend all but one of the meetings to 
which I was invited and the President-Elect re- 
sponded generously and well, when illness made 
it necessary for me to miss that meeting. 


For over seven months of the past year, I was 
a student in Public Health in Baltimore and com- 
muted weekly in an attempt to cover in part dur- 
ing two days each week-end, my administrative 
duties in Rochester. My official colleagues in the 
Association have been generous in their treatment 
of me, and for any shortcomings on my part, I 
ask the indulgence of them and of the membership 
of the Association. 


In a few days I shall turn over to the President- 
Elect the duties of this office and, without flattery, 
I can attest the help which he has given during 
the past year. He has an ability which is recog- 
nized by all of us, and I shall be happy to serve 
loyally under him. I wish him every success and 
know that he is equal to the responsibilities of the 
difficult year ahead. Ladies and Gentlemen, I pre- 
sent to you your President-Elect, Mr. James A. 
Hamilton. 





Dr. Arnold F. Emch Commissioned in the United States Navy 


Arnold F. Emch, Ph.D., assistant secretary of 
the American Hospital Association for the past 
two and one-half years, has been commissioned 
as a Lieutenant Commander in the United States 
Navy and will be assigned to duty on the Staff 
of Admiral Ross McIntyre, Surgeon General of 
the Navy, as his special assistant. 


Doctor Emch was a member of the American 
Expeditionary Forces in World War I with the 
Medical Corps assigned to Mobile Base Hospital 
No. 100. 


Before coming to the American Hospital Asso- 
ciation he had been connected with many im- 
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portant business undertakings and was executive 
director of the Chicago Hospital Council and edi- 
tor of the Bulletin, the official publication of the 
Council. 


Doctor Emch received his preliminary education 
at the Realschule, Basle, Switzerland. He took his 
Masters Degree at the University of Chicago and 
his Doctor of Philosophy Degree at Harvard Uni- 
versity. 


His training and education. insure him a suc- 
cessful and progressive service in the Navy of the 
United States. 











THE HONORABLE PAUL V. McNUTT 
Administrator, Federal Security Agency 


Chairman, Manpower Commission 








HOSPITALS 





Hospitals in the War 


PAUL V. McNUTT 


AST YEAR, about one in every eleven Amer- 
g icans entered a hospital as a bed patient. 

There is every indication that there has been 
no let-up in these demands for hospital service. 


The fact that our hospitals have met, and are 
continuing to meet such demands despite large 
staff losses is no miracle. It is merely the impossi- 
ble. The impossible no longer exists. During the 
past ten months we have scrapped the first syl- 
lable. 


“Impossible” in the easy days of peace was de- 
fined in terms of limitations upon staff time and 
hospital space. The possible was a world of optim- 
um professional standards relating to manpower 
and equipment. 


You are well prepared for this revolution. Even 
in peace the hospitals, the doctors, the nurses and 
the technicians often did the impossible. Epidem- 
ics and disaster struck. And when they struck the 
shock troops of medicine and all the health facil- 
ities of the community met them and beat them 
back. 


During the past four days in your section meet- 
ings and panel discussions you have emphasized 
the common crisis we face. You have underlined 
that emphasis with cold facts and colder figures. 


You face today greater problems of personnel, 
service, finance, and public relations than ever 
before. But let me remind you that before another 
year of war is over we may look back to this day 
as one of comparative ease and plenty. 


America has rolled up its sleeves this year and 
has swung some very hard and telling blows. But 
1943 should find us in the fight all the way. The 
demands ahead of us are urgent and unpredictable. 
They must be met with every ounce of our will 
to win. 


Some people have said that they will be only 
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too glad to pitch in and help—as soon as there is 
an “emergency.” 


Not long ago our Subcommittee on Nursing told 
me of the case of a group of seventeen retired 
nurses who took a refresher course to equip them 
for wartime service on the home front. But only 
two of that seventeen went back to work. “We are 
ready,” they said, “we will serve when the need 
is urgent—when the bombs begin to fall.” 


The need is urgent now. The emergency is here. 


We have been bombed. Not by four-ton block- 
busters and incendiaries. We have been bombed 
by circumstances. 


We cannot wait for smashed lives and smashed 
buildings to declare an emergency, because today 
that emergency stands shouting on every street 
corner in America and every crossroad in the 
world. . 


The Medical Profession in the Emergency 


Early in June it was my hard duty to report 
to the American Medical Association a serious lag 
in the recruitment of doctors. 


That was a hard duty because the medical pro- 
fession had been extremely farsighted in charting 
ways to meet the medical manpower requirements 
of America at war. The Procurement and Assign- 
ment Service of the War Manpower Commission 
closely followed the profession’s own blueprint 
for meeting military needs and at the same time 
providing a fair distribution of physicians, den- 
tists, and veterinarians for civilian protection. 
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But the facts required me to report vigorously— 
and I did. 


On June 1 only 39 per cent of the physicians 
needed in 1942 had entered active military duty. 
I stated then that unless the armed services got 
the physicians they needed the Procurement and 
Assignment Service, or any other type of volun- 
tary recruitment and placement, would certainly 
fail. 


Today I wish to pay tribute to the profession 
and to the first year of operation of the Procure- 
ment and Assignment Service. 


On August 1, 70 per cent of the physicians need- 
ed for the entire year of 1942 had entered active 
service. On September 1 the figure had reached 85 
per cent. 


I am today able to announce that 95 per cent 
of all the physicians needed for the armed forces 
in 1942 have been recruited. The objectives for 
1942 will be reached ahead of schedule. 


That is a tribute to the medical professions. 
They have done a great job. 


It is necessary, however, to point out that not 
every state has met its quota. Some states have 
gone so far beyond them that further recruitment 
would threaten minimum civilian needs. Five 
states—New York, Pennsylvania, Illinois, Massa- 
chusetts, and California—still lag much too far 
behind. 


The medical profession, indeed, has made a 
splendid record, and one that is in keeping with 
the fine tradition of service which it has always 
had. Once the need of our military and naval 
services was known and the administrative proce- 
dures had been organized to handle recruitment, 
the doctors indicated their willingness and eager- 
ness to serve. 


. At this time, I wish to congratulate the medical 
profession on its remarkable recruitment achieve- 
ment and also on its genuine and unselfish cooper- 
ation with both military and non-military govern- 
mental agencies. 


“Upgrading” in the Hospitals 


How shall the hospitals make their curtailed 
staffs go farthest in meeting their expanded re- 
sponsibilities? 


In industry we have a term called “upgrading.” 
It is a basic part of the War Manpower Commis- 
sion’s objective in obtaining the full utilization 
of every worker in every plant every hour of the 
day. 


Job analysts discovered, for example, that a 
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skilled craftsman—a machinist, a die cutter or a 
pattern maker—does in a normal day’s work many 
things that do not require his best and highest 
skill. If the job he had could be broken down so 
that less-skilled workers would do the simpler 
things under skilled supervision, the high training 
of the craftsman could be multiplied many times. 


That is a principle which you have applied in 
planning for the best use of nurses. Nursing auxil- 
iaries and aides are being recruited and trained. 
In the hospitals and in the homes they relieve the 
skilled nurse for skilled service which only she 
can do. 


We must go farther in that direction. We must 
utilize 100 per cent of the medical skill and train- 
ing within our hospitals for 100 per cent medical 
needs. 


Interns will have to take on new responsibility 
for bedside care. They will have perhaps to devote 
less time to the laboratory and to the desk. 


Wherever possible non-medical work must be 
transferred to non-medical personnel. Every 
trained man and woman must be used at top skill 
every hour of his or her working day. 


You will have to do that if you are to release 
enough nurses for military duty. 


Three thousand nurses a month! More than one 
hundred nurses every day, seven days a week. 


That is the demand the armed forces are making 
upon the nursing profession of America. It is a 
demand that must and shall be met. Military needs 
come first. 


And it is by “upgrading” that you can meet 
that drain upon your usual manpower. 


Meeting the Nursing Shortage 


A variety of suggestions have been made and 
are being studied—suggestions which would short- 
en the nursing course. In wartime such accelera- 
tion will be necessary. And it will be you—the 
directors of schools of nursing, the hospital staffs 
and the hospital administrators—upon whom will 
rest the responsibility to make these changes ef- 
fective. Your leadership and ingenuity will show 
the way. 


But we must look not only to current recruit- 
ment. We must look ahead to our supply of nurses 
in 1944 and 1946 and 1948. 


Our student nurse recruitment program aimed 
at an enrollment of 55 thousand during the year 
beginning July 1, 1942. The combined summer and 
autumn enrollment of 36 thousand students still 
leaves 19 thousand blue-and-white student uni- 
forms to be filled during the spring of 1943. 
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Today any school of nursing affiliated with a 
hospital having a daily average of 100 or more 
patients may apply to the United States Public 
Health Service for Federal funds for scholarships 
for qualified students. These scholarships cover 
tuition and other entrance fees. It is of funda- 
mental importance that we get the best candi- 
dates for our nursing schools—and all of the best 
candidates. No qualified young woman should be 
debarred from entering a school of nursing be- 
cause of lack of funds. 


Extension of Auxiliary Nursing Service 


There must be an even greater extension of 
auxiliary nursing services. Thirty thousand volun- 
teer aides are already doing a superlative job of 
handling the hundred and one important tasks 
that keep a hospital running. Ten thousand more 
are now in training. 


Let us remember, however, that fundamentally 
these aides are not meant to take the place of paid 
workers. Their volunteer services must be over 
and above the solid core of staff personnel which, 
after all, makes up the backbone of our hospitals. 
But beyond building up auxiliary services and 
extending the effectiveness of his staff, the hos- 
pital superintendent must learn to say, “no.” 


Private duty nursing and other forms of luxury 
nursing must be curtailed if we are to bridge the 
gap between the nurses available and the nurses 
needed. No longer are we dealing with matters 
which are at the discretion of patients—or even 
of individual doctors. We are dealing with com- 
munity needs and community responsibilities. 


The Responsibility of the Superintendent in the 
Conservation of Hospital Manpower 


It is the hospital superintendent who is in a posi- 
tion to see this medical manpower problem as a 
whole. It is his responsibility to take an aggressive 
stand to insure the wisest use of his total person- 
nel. He must take a community view of his hos- 
pital. 


Do not interpret what I say as suggesting that 
you really have all the facilities you need and that 
courage alone will solve them. With all your cour- 
age you will still be short of meeting your problem 
as you would like to meet it. 


But MacArthur in Australia is short too—short 
of the things he needs to roll the Japanese back 
into the sea from which they came. Eisenhower, 
mapping the strategy of a second front, which 
will some day destroy the Nazi might, is short too. 


And it is the lesson of war that MacArthur and 
Eisenhower will week by week and month by 
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month get more and more—and you will get less 
and less. 


In many of the 400 critical industrial and mili- 
tary mobilization areas recently surveyed by the 
United States Public Health Service, with the con- 
siderable aid of this Association’s members, it was 
found that the shortage of doctors and hospital 
facilities had reached alarming proportions. 


Many of our war community areas have but one 
doctor for every three thousand, or four thousand, 
or five thousand people. There are at this moment 
vital war production centers in which thousands 
of families have little or no medical service nearby. 


A moment ago I said that we had been bombed 
by circumstances. I would like to extend that idea 
further to say that we also have been undergoing 
a kind of evacuation in reverse. We have “evacu- 
ated” our countryside into areas of war produc- 
tion. As the population skyrockets upward in these 
areas, the ratio of physicians to population often 
spirals downward, either because no additional 
physicians have come into these areas or because 
too many who were there have joined the armed 
forces. 


More and more, hospitals must take on the grow- 
ing load—both of hospital care and out-patient 
service. 


No discussion of hospital shortages would be 
complete without mentioning the shortages of in- 
terns. Some hospitals have appointed additional 
interns to make up for the lack of resident physi- 
cians. As far as interns are concerned, training 
and supervision make up priority number one. 
Unfortunately, the ability to attract large numbers 
of interns does not necessarily guarantee that a 
hospital will provide better training, especially 
with a depleted visiting staff. Nor does that ability 
guarantee that the intern’s services will be of the 
most value to the community and to the country. 


There are not enough graduates to provide all 
accredited hospitals with interns. Your Associa- 
tion, the medical profession, and your Govern- 
ment therefore agree that all hospitals must 
cooperate in an equitable distribution of interns 
by limiting their appointments to minimum needs. 


Many hospitals, however, are in communities 
which have less acute shortages of doctors than 
the new war areas. These hospitals will have to 
get along, for the duration, with a drastically re- 
duced number of physicians—many fewer, in fact, 
than have been accustomed to serve them during 
peacetimes. 


I would like to commend many of our hospitals 
who have already recognized this fact. Their patri- 
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otic willingness to cooperate fully is but one of 
their more recent demonstrations of self-denial. 
Their application of the profound oath chiseled 
into centuries of medical practice by Hippocrates 
sets an example for all their fellow countrymen. 


Several hospitals have created space in which 
physicians may see their patients. Perhaps the pro- 
vision of extra clinics along these lines will find 
increasing usage and support. 


A much larger proportion than usual of the phy- 
sicians remaining for civilian service will be men 
in the middle or later years of life. Everything 
possible must be done to make the time of these 
physicians count for the maximum of service to 
patients. Every half hour of professional service 
must now do an hour’s work. 


Doctors in some communities are considering 
whether, before the winter is out, they may not 
have to pool and district their home visiting and 
to organize their office hours on some cooperative 
plan. Hospitals, through their organized staffs, 
their material facilities, and their community pres- 
tige, should play an important, perhaps even a 
central part in working out such proposals with 
physicians. 


Civilian Health has become Military Health 


In a very definite sense, civilian health has be- 
come military health. Khaki and blue denim are 
cut from the same bolt of cloth in this total war. 


The millions of men and women who live and 
work in the 400 war industry areas cannot tell 
when or whom sickness will strike. Last year 
American workers lost close to one-half billion 
working days because of sickness and accidents. 


Many yardsticks have been used to measure 
that staggering amount of lost time. Lives lost and 
broken, have been one yardstick. Empty pay en- 
velopes, another. But today we use the all-im- 
portant measurement of tanks that were not built 
and bombers that remained mere blueprints. 


In total war workers must be fit—and kept fit. 


The infantry of industry needs medical care 
and needs it badly. 


I am no prophet, but this much I can say: If 
our country takes on the responsibility of moving 
war workers from their present positions to the 
critical jobs where they are needed most, then 
our country will accept the parallel responsibility 
of maintaining the health security of those men 
and women, and their families. 


Judged by the pipe-and-slippers attitude of 
peacetime, we cannot ask a man or woman with 
an essential war skill to take this job or that. 
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Judged by the cold steel and hot fury of total war, 
we may have to tell him just that. The day should 
not be long forthcoming when every American 
will be doing the war work he can do best where 
his country needs him most. 


The Procurement and Assignment Service of 
the War Manpower Commission has already ac- 
cepted the responsibility for allocating medical 
manpower. It must, therefore, know the needs of 
the civilian population for medical service. In the 
Public Health Service of the Federal Security 
Agency and the Children’s Bureau steps are being 
taken to ascertain those needs and to meet them. 
These essential civilian needs must be met as sure- 
ly as the military needs are now being met. 


These problems do not stop at state lines. They 
are as big as the Nation—big as the war itself. The 
Federal Government, therefore, has a definite re- 
sponsibility to cooperate with the states in meet- 
ing these needs by providing financial and tech- 
nical assistance whenever necessary. 


All across the broad face of America we have 
seen small towns become big towns over night. 
Big towns have become boom towns. The medical 
and nursing professions have the great responsi- 
bility of offering their services for those commun- 
ities which need their help so desperately. 


New hospitals are being built, existing hospitals 
are expanding with funds provided by the Lanham 
Act. 


Unfortunately, the onset of war brought neces- 
sary restrictions on building materials which tem- 
porarily put the brakes on hospital and health 
center construction. 


Many approved projects—approved in peace and 
reconsidered during war—have now been re-de- 
signed to use the barest possible minimum of 
critical materials. Almost 13 million dollars worth 
of hospital and health center construction is near- 
ing completion, or has already been finished. Now 
that the twin problems of new design and flow of 
materials have been ironed out, I look forward 
to an accelerating hospital construction program. 


These hospitals, too, I might add, will have to be 
staffed and equipped. 


Equipment Shortage 


Even as the Lanham Act was being passed 
America was taking control of essential materials. 
And what the Lanham Act gave, war priorities in 
some measure took away. As our military demands 
have increased, military demands have become 
tighter. Planes, guns, tanks, and ships compete 
with sterilizers and x-ray machines and a hundred 
other items of equipment that make the modern 
hospital what it is. 
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In addition to domestic needs, our commitments 
under lend-lease take heavy toll of the equipment 
that is produced. 


I can offer you no special hope for relief from 
equipment shortage. You have to face the para- 
dox of producing more and more service with less 
and less equipment. You have to make old equip- 
ment do. You will perhaps have to resort to 
equipment which in other days you have consid- 
ered obsolescent. You have to make one piece of 
equipment do.what two did before. 


This shortage of supplies is perhaps more diffi- 
cult to solve than is the shortage of personnel, 
but you will have to solve it as best you can. 
Urgent needs will be met, but there is no prospect 
that the requirements of civilian hospitals will 
take precedence over military needs. Neither is 
there likelihood that in the broad allocation of 
materials civilian hospital requirements will take 
precedence over shell casings and ship plates. 


The lives and hopes and ambitions of every 
American are touched by decisions we soon must 
make. Let us approach all these questions with 
open minds. 


Let us have no Maginot Line ideas which will 
be outflanked by events! 


Blood, bone, and anger alone will not win this 


greatest of all wars for us. We must plan ahead. 
Together we must plan the strategy for our health 
and welfare. We must maintain supplies of men 
and materials to implement that strategy. Our 
tactics must have a single goal: A more vigorous 
America raised to battle strength. 


Voluntary Hospital Service Plans 


An example of your open-mindedness in solving 
a hard problem is your cooperation in the rapid 
growth of nonprofit community sponsored hospi- 
tal service plans. These plans have now enabled 
some 10 million Americans to place hospital care 
in the family budget, along with other necessities. 


I would like to suggest here that you consider 
this membership of 10 million as only the begin- 
ning of a movement concerned with all the people 
in this country who need hospital care. The test of 
successful distribution of such care is not the pres- 
ent number of subscribers—impressive as that 10 
million figure is—but rather the ratio of this num- 
ber to the vastly greater number of Americans 
who are potential participants of an extended pro- 
gram. Such a program might well utilize what- 
ever facilities of the Federal social insurance 
system as may be necessary to accomplish the 
social ends. 
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To serve the needs of today, provision must be 
made to extend the protection of these plans to 
those who must shift from community te com- 
munity. Medical protection which does not serve 
the migrant and the worker who must shift from 
his home to a distant community will not serve 
America’s needs in time of war. 


Social Security 


We have a similar problem in Social Security. 
In planning family security we are only begin- 
ning to realize how fundamental is the proposi- 
tion that economically this Nation is “a seamiess 
web.” 


Security which lapses or lessens when a family 
crosses a state line or moves into the jurisdiction 
of a different hospital plan is no security at all. 


In meeting the President’s charge to plan for 
health security the Social Security Board had your 
collaboration. Your Association met with repre- 
sentatives of the Board and contributed to those 
discussions many constructive and valuable points. 


Long range planning is of vital interest to you, 


‘as it is to your Government. You and we want to 


be sure of the survival and vigor of our hospital 
system—voluntary and tax-supported. 


You and your Government want to be sure that 
all the people of our Nation have ready access to 
the best hospital service that modern science and 
skill can furnish. Fortunately, we know how to 
work together for common ends. 


We have staked our hopes for the freedom of 
civilization on the simple truth that in union there 
is strength. We shall require that union and team- 
work if medical skills are to be equitably distrib- 
uted. We shall require that community of effort 
if professional services are to be economized, if 
the Nation’s hospitals are to operate effectively. 


Only in this way can we harness the hurricane 
of power we are marshalling to bury the Axis for 
keeps. 


The ancient axiom that the whole equals the 
sum of its parts does not hold true for hospitals. 
If you should add all the physicians, nurses, tech- 
nicians, administrators, beds and equipment, floor 
space and endowments—still you would not have 
a true statement of America’s hospital resources. 


Here, the whole is greater than the sum of its 
parts, for behind each hospital stands a spirit 
which has progressed through all the thousand on- 
slaughts and adversities of twenty centuries. 


A spirit which we pray shall walk beside us 
until Victory is won—and after it is won. 
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Medical Care and Hospital Service in the 
War Effort 


CHARLES P. TAFT 


T IS most apppropriate that I should be address~ 

_ ing the lay part of this conference. I am no hos- 

pital administrator and no doctor, and while I 

am on the board of the best children’s hospital in 

the world, I cannot appear before you except as a 
rank amateur. 


But I do have some responsibilities as a gov- 
ernment official which are most important for you 
lay women in hospital service, and in the cities 
and towns large and small that are affected by the 
boom conditions of war industry, to say nothing 
of the impact of soldier and sailor mobilization, 
our job is one of the essential. 


Function of the Office of Defense and Welfare 
Services 


The Office of Defense Health and Welfare Serv- 
ices is the war end of the Federal Security Agen- 
cy, and that in turn is a holding company—headed 
by Paul V. McNutt—which includes the Public 
Health Service. In wartime we are concerned 
with sanitation, public health, hospital service, 
and medical care for these uprooted and newly 
congested populations. 


It is appropriate for me to be talking to lay 
people under the auspices of lay women because 
our trained personnel is being spread so thin that 
only by your active and vigorous cooperation and 
actual service can we get our job done. Without 
us production can be seriously hindered and even 
go to pot. 


This service needs facilities and your Govern- 
ment is trying to provide them through the Lan- 
ham Act. This is the Act which in Title I has pro- 
vided $600,000,000, and will perhaps double that 
amount in a new appropriation for housing in 
these congested areas. But more people means 
more community facilities and Title II appropri- 
ates $300,000,000 more for them and from grants- 
in-aid of services, too. 

Presented before the Lay Women in Hospital Service Session of 


the American Hospital Association’s War Conference of Hospitals, 
St. Louis, 1942. 
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Under the authority of Title II of the Lanham 
Act and its amendments the Federal Works Ad- 
ministrator is authorized, with the approval of 
the President, to acquire lands and to construct 
certain types of public works on such lands. He 
is authorized to make loans or grants, or both, to 
public agencies and to nonprofit private agencies 
to finance the construction of certain public works. 
He is also authorized to make contributions to 
public agencies and to nonprofit private agencies 
to aid them in operation and maintenance of cer- 
tain public works. 


Hospitals and Health Centers 


The term “public works” as used in the act 
means any facility necessary for the provision of 
essential services in communities which have been 
substantially expanded by the national defense 
and war program. The act provides, furthermore, 
that the facilities so authorized shall include, 
among others, “hospitals and other places for the 
care of the sick.” 


The Federal Works Agency is the construction 
agency of the Government, and by direction of 
the President it seeks certification of need from 
the technical agencies especially qualified in the 
various fields of service. The Office of Defense 
Health and Welfare Services by Executive Order 
is charged with responsibility in the fields of hos- 
pital and health services through the personnel of 
the United States Public Health Service, which 
has been part of the Agency since 1939. Accord- 
ingly, on request of the Federal Works Agency, 
the Office of Defense Health and Welfare Services 
assumed the responsibility for certifying the needs 
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of defense-affected communities for hospital and 
health facilities. 


Under the terms of the Lanham Act, the need 
must result from:-substantial community expan- 
sion as a direct result of the national defense or 
war program. Because of the tremendous influx 
of population in many war-connected industrial 
centers and the concentration of civilian popula- 
tion in areas surrounding training centers for the 
armed forces, hospital and health facilities in 
many localities have become alarmingly over- 
loaded. 


When a request is made to the Federal Works 
Agency under the provisions of the Community 
Facilities Act for assistance in the construction or 
operation of a hospital or health center, the re- 
quest is referred to the appropriate district office 
of the United States Public Health Service. The 
district office then makes a careful survey of the 
area and determines the actual need of the com- 
munity for the facilities requested. 


Under this program the United States Public 
Health Service had, prior to August 1, 1942, rec- 
ommended construction of hospitals or hospital 
additions totaling in number of beds about one 
per cent of the total number of hospital beds pre- 
viously existing in the United States at the begin- 
ning of this year. 


Infirmaries 


In addition to hospitals and health centers, an- 
other type of health facility is being provided 
where dormitories for war workers who are either 
single or are living away from their families, are 
being constructed by the Federal Public Housing 
Authority. This type of facility, for want of a bet- 
ter name, has been called an infirmary. The in- 
firmaries are designed to provide the type of care 
for minor illness and convalescence that would 
ordinarily be furnished in the home. They are 
provided in the ration of 12 infirmary beds for 
each 1000 dormitory residents. 


The United States Public Health Service, in ad- 
dition to making original recommendations for 
the construction of these types of facilities, has 
set up an advisory service for the planning of 
such institutions. This advisory service works 
with the architects engaged by the project spon- 
sors to design the structures. 


In almost all instances approval of the final 
plans by the Public Health Service is provided be- 
fore construction proceeds. 


Role of Lay Women in Hospital Service 
All of these activities of the Federal Security 
Agency may seem far removed from the activities 
of the Lay Women in Hospital Service. But act- 
ually they are closely connected in many ways. 
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To begin with, no new hospital can be approved 
unless some acceptable organization acts as a 
sponsor for the hospital, and agrees to assume re- 
sponsibility for the proper operation of the insti- 
tution after it is built. The most acceptable type of 
organization is the type of Community Hospital 
Association that is behind most of your nonprofit 
institutions. 


The organization of such an association is a 
problem for the lay women—and the lay men—in 
the community. Unless you, as citizens of the com- 
munity, are squarely behind your hospital and 
are willing to devote your time and thought and 
effort to assuring the selection and continuance of 
a competent board of trustees, the hospital might 
almost as well not be built. 


Your Government can furnish the funds to 
build these hospitals, and, if necessary, it can assist 
with funds for maintenance and operation until 
the institution is established and reasonably self- 
supporting, but your Government does not intend 
to operate them for you. That is your job. 


But the responsibility the President has given 
us cannot be given to someone else. We have to 
see that the hospital service is provided even if 
we have to operate them directly. That will never 
happen unless you and your fellow citizens have 
failed in your responsibility. I know you agree 
with me that we do not want government local 
hospitals. I know we can count on you to organize 
in your communities and provide the service. So 
far you have done a grand job. Keep it up. 


Well, that is one field in which your interests 
touch the problem of hospital service in the war 
effort. A second, and an extremely important one, 
is in the matter of hospital personnel. 


’ Training of Nursing Personnel 


The Federal Government has not only appro- 
priated funds for the construction of “hospitals 
and other places for the care of the sick,” but also 
for the training of nursing personnel. 

This nursing education program is administered 
through the Public Health Service of the Federal 
Security Agency. Prior to and including July 1, 
1942, $5,300,000 had been appropriated under Pub- 
lic Laws No. 146 and No. 647 to aid accredited 
schools of nursing education to expand their pro- 
grams. Prior to July 1, 1942, allotments were made 
for 430 programs. Of these, 73 allotments were for 
refresher courses in which were enrolled 2300 
graduate nurses; 111 allotments were for post- 
graduate courses in which were enrolled 2206 
nurses; and 246 allotments were for basic training 
courses in which were enrolled 6342 students. The 
goal under this program for the year beginning 
July 1, 1942, is 55,000 new students, and 65,000 for 
the year 1943-4. This last year we had only 44,306. 
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That sounds like a lot, but it is not enough. The 
Army and the Navy are calling for 3000 nurses a 
month for the next nine months, and no one knows 
what the requirements will be thereafter. The 
Veterans’ Administration has 400 vacancies at the 
present time and will need an additional 1000 
nurses by July 1, 1943. The other Federal nursing 
services, supplied through the Civil Service Com- 
mission, are meeting difficulties in filling positions. 
State and local public health services have 3000 
vacancies and there are 20,000 unfilled positions in 
civilian institutions. I need not tell this group that 
the growing deficiency in the nursing services of 
our general hospitals, particularly in the target 
areas, will soon reach the critical point where 
minimum civilian needs can no longer be met, and 
if we get to civilian casualties caused by enemy 
action, many lives will be severely jeopardized. 
There is an ever increasing demand for nurses in 
industry and in new industrial boom towns. Some 
provision must also be made for nurses in reserve 
at home to meet such emergencies as epidemics, 
disasters, sabotage, and direct enemy action. 


The Subcommittee on Nursing of the Health 
and Medical Committee, Office of Defense Health 
and Welfare Services, in close cooperation with 
the National Nursing Council for War Service, 
has anticipated many of these problems and has 
been hard at work finding a solution for them. 
The program they have recommended includes 
the expansion of schools of nursing, even beyond 
the program I have mentioned, the acceleration of 
the present three-year curriculum, an increase in 
the use of auxiliary workers, both paid and vol- 
untary, who must assume all but the most skilled 
nursing duties, and the bringing back into active 
service of as many inactive nurses as possible. 


Schools of nursing connected with hospitals 
having a daily average of 100 patients, which are 
accredited by their State Board of Nurse Exam- 
iners, and which can increase their enrollment of 
students beyond their 1940-41 admissions, may 
make application for assistance from Federal 
funds for certain aspects of their program. Rough- 
ly, $300 is allowed for each additional student. 
Any school of nursing, whether it is receiving 
other Federal aid for nursing education or not, 
may request scholarship funds for tuition and 
other entrance fees for needy students if it is con- 
nected with a hospital having a daily average of 
100 patients. The goal is that no student shall be 
barred from a school of nursing because of lack 
of funds. It is your responsibility, therefore, to see 
that every effort is made to increase your student 
body to the maximum number that can be accom- 
modated while preserving the necessary standard 
of nursing education. 


But all of this has not been enough. The Sub- 
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committee on Nursing has recently recommended 
that schools of nursing accepting high school stu- 
dents plan their basic curriculum So that all organ- 
ized instruction may be completed in 30 months, 
For students having from 2 to 4 years of college 
preparation, the Subcommittee recommends that 
the course be decreased to 24 or 28 months, the 
length of time to be determined on the basis of 
the student’s educational preparation and her level 
of scholastic achievement in the school. The Na- 
tional League of Nursing Education has been re- 
quested to outline for the guidance of schools of 
nursing revised curricula governing the short- 
ened programs. Every effort is also being made to 
further the more extensive use of auxiliary work- 
ers and to establish a plan for their qualifications, 
nomenclature, salary, and training. 


Nursing Problem and the Economic Problems 
Involved 


You will agree with me, I am sure, that no solu- 
tion of the present nursing shortages can be 
reached without facing directly the economic 
problems involved. Many nurses already trained 
are being attracted into industry and other occu- 
pations because of the more satisfactory salaries 
and personnel policies. It is also becoming increas- 
ingly difficult to recruit new students for schools 
of nursing when every inducement is offered to 
them to accept well paid positions in industry. No 
type of program set up for the training of stu- 
dents and auxiliary workers will produce a suffi- 
cient quantity of desirable applicants if the finan- 
cial remuneration which they will receive at the 
end of their training is not attractive enough to 
warrant the time and effort they are putting into 
their preparation. 


Use of Substitutes for Professional Personnel 


But with all this we would not get enough pro- 
fessional personnel, and we are going to have to 
use substitutes. 


A recent survey of 3181 nonprofit and govern- 
mental hospitals throughout the country, con- 
ducted by the Division of Public Health Methods 
of the Public Health Service, concerned hospital 
personnel. Some rather curious figures resulted 
from this survey which seem to indicate that the 
administrators of hospitals are slightly optimistic 
with regard to the supply of trained nursing per- 
sonnel for use in hospitals. 


The replies received indicated that the follow- 
ing personnel were needed to fill vacant positions 
in existing hospitals and to fill positions created 
by proposed expansion of present facilities: 

Graduate nurses 17,722 

Student nurses 8,129 


Other persons giving nursing care 10,116 
All other persons 3,318 


—_—_—— 


Or a total of 39,285 
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These figures indicate that hospitals expect to 
use nursing aides for their expanded program in 
the ratio of one aide to about 1.8 graduate nurses. 


The numbers of present employees in these hos- 
pitals are as follows: 
66,181 
52,420 


55,828 
19,183 


Or a total of 193,612 
The present usage of aides, therefore, is about 
one aide to 1.2 graduate nurses in these represen- 
tative hospitals. 


Graduate nurses 

Student nurses 

Other persons giving nursing care 
All other persons 


It is important to point out the fallacy behind 
the thinking of these hospital administrators who 
answered the Public Health Service questionnaire. 
Whereas they are now using about one aide to 1.2 
graduate nurses, they actually expect to use even 
less than that ratio for their additional personnel, 
or only one aide to 1.8 graduate nurses. In other 
words they expect to reduce the present ratio of 
one aide to 1.2 nurses to an overall ratio of one 
aide to 1.3 nurses. Instead they should realize that 
it is going to be absolutely necessary to increase 
that ratio substantially. 


Nursing Aides 


How far it will have to be increased, none of 
us can say at this time. But -Great Britain has 
found it necessary to use about four aides to each 
graduate nurse, a ratio over three times as high 
as we are now using. 


And where are these aides to come from? That 
is right. The vast majority of them will have to 
come from your groups throughout the country. 


Voluntary and part-time service must be de- 
pended upon to a tremendous extent to meet the 
personnel shortage in the hospital field. As more 
and more hospital personnel go into the armed 
forces, and as the demands of industry and the 
wages and salaries paid by industry attract our 
hospital people, the lay groups must shoulder the 
burden. 


It must be our studied effort not to permit the 
decrease in trained, full-time personnel available 
to cause us to provide inferior service. There must 
be no return in the hospital field to the mere med- 
ical boarding house which was prevalent at the 
beginning of this century. It is up to you, and 


people like you throughout the land, to see that 
this does not happen. 


Reserving Hospital Facilities for Those Who 
Need Them 


There is a third field in which you can be help- 
ful in aiding our hospital facilities and our re- 
duced hospital personnel to meet the load that 
has been thrust upon them. Hospital facilities must 
be reserved for those who need them. The lay 
women’s groups might well undertake an educa- 
tional campaign to make the general public con- 
scious of the necessity for limiting the use of hos- 
pitals to emergencies and really serious illnesses. 
And, as part of that campaign, it might be well to 
make people conscious in advance that all of the 
little niceties to which they have become accus- 
tomed in hospitals will not be available until the 
termination of this emergency. 


Reducing the Use of Special Nursing to True 
Medical Necessity 


Many little things can help the total picture. 
Special nursing can be eliminated unless there is 
a true medical necessity for that much service. 
Group nursing can be developed far more than it 
has been. Medical practice can be concentrated in 
hospitals, and arrangements made for physicians 
to see private ambulatory patients in the hospital 
out-patient departments. Physicians can be en- 
couraged to discharge patients as soon as hospital 
care ceases to be a necessity. 


But whatever methods are necessary to stretch 
our hospital facilities and our hospital personnel 
to cover actual needs, we all know that you and 
your fellow groups will do everything humanly 
possible to help. 


Over a period of years we have succeeded in 
developing a standard of hospital service which 
is the most adequate of any in the world. At the 
present time, due to the stresses and strains of 
the war emergency, it is too much to hope that 
the standard of service can be still further im- 
proved. Nevertheless, for the protection of the 
country and in order that the war effort may not 
be jeopardized, it is extremely important that we 
do not lose the gains which we have already 
achieved. You can depend on the Federal Secur- 
ity Agency and other governmental agencies to 
help you in holding the ground until such time as 
we can again go forward to new accomplishments. 
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Hospitals and the Press 


DAVID DIETZ 


paper of today and the newspaper of 25 years 

ago as there is between the hospital of today 
and the hospital of a quarter of a century ago. 
This is a fact that in all probability has not been 
fully appreciated by many busy hospital execu- 
tives who have been so occupied installing new 
x-ray machines, new biochemical laboratories, and 
new clinics, that they have had no time left in 
which to bring their public relations program up 
to date. 


i Is as much difference between the news- 


The other day at a medical meeting I heard a . 


successful and highly respected physician say that 
he had been afraid of newspaper reporters all his 
life. I hope there is no one within the sound of 
my voice who is afraid of newspapers or news- 
paper reporters. For the plain and simple truth is 
that the newspaper and it reporters can be your 
best friends. They will be if you give them the 
opportunity; if, in other words, you will be as 
modern about your public relations program as 
you are about your x-ray equipment. 


In the 28 years that I have been in the news- 
paper profession, I have seen many changes. 
Today we get much of our war news by radio. 
Photographs come over the telephone wires and 
reporters frequently use airplanes to cover im- 
portant assignments. But the biggest change I 
have seen in those 28 years has not been the mere 
adoption of advanced mechanical techniques. It 
has been a change in the fundamental spirit of 
the average newspaper. Today’s newspaper re- 
gards itself as an integral part of the community 
in which it is published. In this respect its atti- 
tude is analogous to that of the hospital. It feels 
that it has definite responsibilities to that com- 
munity. Sensational, irresponsible journalism is 
today the rare exception. The great majority of 
newspaper publishers understand that their own 
success is bound up with the success and welfare 
of the community. That is why I say that the news- 
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paper of your community will be your best friend 
if you will permit it to do so. 


The Hospital’s First Task 


Your first task is to see to it that a basis of mu- 
tual understanding is developed between your in- 
stitution and the newspapers of your city. If I 
were addressing an audience of newspaper pub- 
lishers I would tell them that it was their task. 
The fact that it makes very little difference how 
the matter is initiated for in the end it must be a 
cooperative enterprise with each party under- 
standing the needs, the difficulties, and the objec- 
tives of the other. 


Such a basis of understanding exists in my own 
home town of Cleveland, Ohio, between the news- 
papers, the Cleveland Hospital Council, the Cleve- 
land Academy of Medicine, and the Cleveland 
Hospital Service Association. For that reason I 
shall take the liberty of referring to the Cleve- 
land situation in the course of these remarks. 


Three Areas of Hospital-Newspaper Interests 


There are three main areas in which the inter- 
ests and activities of newspapers come into con- 
tact with those of hospitals. I have chosen, some- 
what arbitrarily, to name the field of general 
news, the field of science news, and the field of 
community enterprise. I shall try to explain what 
I mean by these names. 


By general news I mean news about what has 
happened to people. The hospital gets into the 
picture because the people involved were brought 
into the hospital immediately after it happened. 
This category includes all so-called police cases— 
traffic accidents, other accidents, stabbings, shoot- 
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ings, poisonings, and the like. It also includes 
news about private patients who are of public in- 
terest because of the unusual nature of what has 
happened to them or because they are people of 
such importance in the community that their 
names make news. 


Under the heading of science news I include 
items of scientific, medical or technical impor- 
tance. This would range all the way from the in- 
stallation of a new piece of equipment to the per- 
formance of a new type of operation. 


By the field of community enterprise I. mean 
the area in which the newspaper and the hospital 
are acting together for the benefit of the commu- 
nity. This would include endowment campaigns, 
building fund campaigns, the creation or exten- 
sion of a hospital service plan, welfare fund 
drives, and, particularly at the present moment, 
the organization of civilian defense units, first, 
aid units, and the accomplishment of those other 
purposes which contribute to the successful wag 
ing of the war. 


The first of these fields, the field of general 
news, will be regarded by the average hospital ad- 
ministrator as a headache. I think I understand 
why this is so. But I think the wise administrator 
will see why it is necessary to deal adequately 
with this field. 


General News—Printing the News—The 
Newspaper’s Function 


The function of the newspaper, as its name in- 
dicates, is primarily that of printing news. When 
news originates in a hospital, it is still the func- 
tion of the newspaper to get and print that news. 
How difficult it is for the newspaper to get that 
news will color all other relationships between 
the hospital and the newspaper. Moreover, the 
hospital administrator who organizes a system 
for giving that news to the newspaper will find 
that by eliminating friction, he has also eliminated 
headaches. 


The Cleveland Code 


The situation was dealt with successfully in 
Cleveland through the action of a joint committee 
of the Cleveland Hospital Council and the Cleve- 
land Academy of Medicine which met with re- 
sponsible newspaper executives and as a result 
drew up a code known as the “procedure to be 
followed by the hospitals in making available in- 
formation relative to patients.” This was adopted 
on June 18, 1935. : 


Last week I asked Norman Shaw, managing ed- 
itor of The Cleveland Press, how successfully this 
code has worked. He replied that the best testi- 
mony to the success of the code has been the fact 
that there has never been the necessity for any 
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conference or meeting upon the subject since the 
code was drawn up in 1935. 


At the time when the joint committee was 
formed in 1935 there was some friction and a situ- 
ation had developed which needed to be dealt 
with. 


There was a feeling on the part of the hospitals 
that the police reporters were unnecessarily in- 
sistent and sometimes rude and that they re- 
garded it as more important for them to be given 
the information they wanted than for the sur- 
geons in the emergency room to attend to the vic- 
tims. On the other hand, the reporters felt that 
they were being given what is sometimes termed 
the “run-around” and that there was usually a 
policeman who came into the emergency room 
with the case and that since there was nothing 
else for him to do at the moment, he, at least, 
might talk on the telephone. 


I think the 1935 code has worked so successfully 
all these years in Cleveland for two reasons. First, 
it established the principle that in each hospital 
there would be one person responsible for giving 
out information to the reporters. Since in prac- 
tice, one person cannot be available 24 hours a 
day, a succession of persons was named in each 
hospital with the understanding that the telephone 
operator would call them in a designated order. 
It was also agreed that reporters would be allowed 
to talk on the telephone to the surgeon or police- 
man in the emergency room when this was pos- 
sible. 


The second reason is that the code set down 
clearly the exact information which the hospital 
might give the reporter in police cases as to names 
and addresses, other personal details, nature of 
the accident, nature of the injuries, and so on. 


In dealing with patients other than police cases, 
it was agreed that the hospital would give out 
information if the patient was willing. It was fur- 
ther agreed that the hospital would in any case 
give the newspaper the name of the attending 
physician and refer it to him for further informa- 
tion. The newspaper agreed not to use the physi- 
cian’s name without permission. However, this 
made it possible in any case for the newspaper- 
man to discuss the matter of what, if anything, 
was to be published with the attending physician. 


It was specifically understood that under this 
agreement the hospital would not lie to a news- 
paper about the presence of a patient in it. Where 
there had been orders against giving out informa- 
tion, the hospital would merely say to the re- 
porter that it could give him no information, re- 
ferring him at the same time to the attending 
physician. 





Science News 


The second field of which I spoke was that of 
science news. This is the field in which I have 
specialized for the past twenty years. I think ev- 
eryone here is well aware of the changes that 
have taken place in this field. There was a day 
when the newspapers had no interest in the re- 
porting of science. In those days a scientific con- 
vention was regarded as an assignment for the 
staff humorist who commented either upon the 
beards worn by the assembled savants or the poly- 
syllabic titles of their addresses. Scientists upon 
their part viewed the newspapers only with hos- 
tility and disdain. 


That day is now past and such organizations as 
the American Association for the Advancement of 
Science, the National Academy of Sciences, the 
American Medical Association, and the American 
- College of Surgeons, others cooperate willingly 
with the science writers of the metropolitan press. 
These writers, in their turn, have banded together 
into the National Association of Science Writers 
and set high professional standards for themselves 
and their colleagues. 


_ Hospitals, in cooperation with their medical and 

surgical staffs, can furnish these accredited writ- 
ers with scientific news that will do much to en- 
lighten and educate the public, give people a new 
insight into the operation of their hospitals and a 
new appreciation of their importance, and other- 
wise improve relations between the public and 
the hospitals. 


As an example let me relate an incident that 
took place in Cleveland last summer. There was 
a minor railroad accident in which a switch en- 
gine overturned, pinning the fireman in the cab. 
Members of the city police and fire departments 
worked with acetylene torches to cut away the 
tangled wreckage that held the fireman a prisoner 
in the cab. All this was duly reported of course in 
the newspapers. But I was able to write a far 
more interesting account the next day as a result 
of a telephone call from the surgical chief of the 
City Hospital. 


He told me how a team of surgical residents and 
interns had been rushed to the scene of the acci- 
dent, how one young intern had crawled down 
into the cab beside the fireman, administering 
morphine and initiating a transfusion of blood 
plasma. Had it not been for this, the onset of 
shock would have acquired an amputation long 
before the man could be freed. 


I was able to report that this team was one of 
a number organized for instant action in the event 
of enemy air raids and that it had functioned in 
this instance just as it would in a war emergency. 
Thus the people of Cleveland were given a dra- 
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matic portrayal of the role which the hospitals of 
the city played in their lives. 


- Events are not always so dramatic but you will 
find that the science writers appreciate the impor- 
tance of medical news and are ready at all times 
to present a sympathetic and understanding view 
of your achievements. 


In cities where the local newspaper does not 
have a science writer, I would suggest that the 
hospital persuade the newspaper to assign a re-— 
porter interested in such matters to report the 
scientific news of the hospital. If the man is inter- 
ested and the hospital staff will cooperate with 
him he can quickly be trained to do a very cred- 
itable job. 

Community Enterprise 


If satisfactory relationships have been estab- 
lished in the two fields already mentioned, there 
should be no difficulty whatever in getting com- 
plete editorial support from the newspapers in the 
field of community enterprise, in all those activi- 
ties such as endowment fund campaigns and the 
like which are for the benefit of the public. 


In this connection I would call your attention 
to a fact which I think you in turn might relay to 
the attention of your local newspapers. The amaz- 
ing growth of hospital service plans has given 
people everywhere a new and more personal inter- 
est in hospitals. In Cleveland there are 635,000 
members in the Cleveland Hospital Service 
Association. These people are making monthly 
payments to provide themselves with hospital care 
in the event of its necessity. This means that they 
have a new appreciation of hospitals and are 
thinking in new terms. 


New Role of Hospital in Era of Scientific 
Medicine 


The growth of the hospital service associations — 
is, of course, positive proof of the new role of the 
hospital in the era of scientific medicine. The hos- 
pital is no longer the place to send a patient in 
desperation as in the days of our grandfathers, 
rather it is the place to send him for thorough 
diagnosis, for early treatment, for necessary sur- 
gery. Patients understand this and no longer view 
the hospital with the fear that was common a few 
generations ago. 


New and difficult problems are being created 
for the hospitals by the war. These need to be 
dealt with for the national safety and require the 
active cooperation of the whole community. Prob- 
lems of equal difficulty will present themselves in 
the days of post-war readjustment. Wise hospital 
administrators and wise newspaper editors will 
work together to solve these problems for the 
benfit of the whole nation. 
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China at War 


HONORABLE C. L. HSIA, Ph.D. 


Europe knew of China only by legend and by 

the vaguest of reports. The Greeks and the 
Romans and Egyptians all told of a vast and popu- 
lous country in the East that reached the limits 
of the habitable world and was peopled with a 
cultured and peaceful race who loved justice, had 
skill in making beautiful things and were weav- 
ers of silk. 


F*: MORE than a thousand years the people of 


It has been said that the fame of China was 
so great that it was this land which Columbus 
sought to reach by sailing westward and discov- 
ered the New World instead. To the end of his 
life Columbus believed that the Cathay of his 
dreams was not far from the island and the coasts 
which he had discovered. 


Though it is generally admitted that the Chinese 
civilization is one of the earliest known to man 
and that Chinese with the use of writing, bronze, 
astronomical observations and later ink, silk and 
cotton, were a cultured people, it is too often as- 
sumed that this civilization is now decadent. It is 
exactly one hundred years since Great Britain and 
the United States of America began their official 
relations with China, but there has been no seri- 
ous attempt to understand China and the Chinese 
people. The general Western conception of the 
Chinese people is that they are inscrutible and 
mysterious and that they are backward and con- 
servative. As a result, the life and thought of the 
Chinese people have hardly touched the fringe 
of those of other nations. 


Today China’s heroic five years of resistance 
has compelled the world to examine the basis of 
her national life in an attempt to discover the 
secret of this steadfastness. In fact, it is only after 
the realization that we are in the first truly global 
war in our history that America has become aware 
of China not only as an indispensable ally in the 
war but also as an indispensable partner in the 


peace that follows. This sudden turn of events 


compels the world at large and Americans in par- 
ticular to revise and reorientate all their political 
thinking and their planning for the future world. 
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What is China to you Americans? On the arrival 
of Mr. Wendell Willkie at Chungking the other 
day, all the Chinese newspapers in China’s war 
capital took the occasion to call our attention to 
three points concerning the present and future 
Sino-American relations: (1) the genuine friend- 
ship existing between the Chinese and American 
people; (2) the identical outlook between the 
United States and China; and (3) the necessity 
of an all-out cooperation between China and 
America after the aggressors are completely de- 
feated. I wonder how widely do the American peo- 
ple subscribe to these points; how deeply do the 
American people feel, as the Chinese do, concern- 
ing each of the three points? And yet, the success 
of our partnership in war and in peace will depend 
in an increasing degree upon America’s aware- 
ness of China to a point when the leaders in Amer- 
ica, feel equally as the Chinese that there is a 
genuine friendship existing between our two peo- 
ples, there is an identical outlook between our two 
countries, and that there is an imperative neces- 
sity of an all-out cooperation between China and 
America in the building and maintaining of a 
peaceful and democratic world which will be 
worthy of our respective ideals and heritages. 
Without such a mutual understanding this war 
will be a difficult one to win and the peace will 
be infinitely more difficult to achieve. 


A group of thoughtful Americans have called 
our attention to the same theme. They say: 


“The truth is that the lights of freedom have 
been kindled in Asia and therefore we can 
hope to preserve our freedom. Millions of Asi- 
atics have died for freedom, millions are will- 
ing to die—and therefore our own dead shall 
not have died in vain. It is alive and militant, 
a freedom-seeking Asia with which a freedom- 
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loving America can ally itself in war and 

peace. This neust be a controlling fact in all 

post-war thinking. For the winning of the war 
depends upon our ability to cooperate with 

Asia. Without brilliantly successful coopera- 

tion with Asiatics we shall certainly lose the 

war—sooner or later—for we shall find no 
peace. . . . Despite the barriers between the 

West and East—despite all that we failed to 

do that we might have done when there was 

only a peaceful ocean between us, despite hell 
now and high water, we must fashion bonds of 
understanding, of common effort, of mutual 
interest, and of harmonious purpose.” : 

Is it possible that this was what John Hay, the 
great Secretary of State, tried to tell us over forty 
years ago when he said, 

“Whoever understands that mighty empire 

China—politically, economically, socially and 

religiously—holds the key to world politics 

for the next five centuries”? 

China at war can be best understood in its three 
aspects. China fights; China builds; China hopes 
and plans. That is China today. The other day in 
a brief speech of welcome to Mr. Wendell Willkie, 
Generalissimo Chiang Kai-shek said Mr. Willkie 
has a 

“sympathetic understanding of the ideals 

which have inspired our war of resistance and 

our work of reconstruction.” 

China’s resistance and reconstruction—or the story 
of how China fights and builds—if properly told, 
is a tale most agonizing and most inspiring. I shall 
try to tell you this story in my inadequate way 
and to call your attention to what Generalissimo 
Chiang Kai-shek calls the ideals which have in- 
spired the whole Chinese people—our soldiers and 
our civilians—to fight, to toil and to die for a fu- 
ture which is at once inspiring and glorious. 


China Fights 


It has been said that the Far Eastern war is one 
of the greatest epics of all time. And the Chinese 
people are certainly convinced that China’s re- 
sistance is the most important and most far-reach- 
ing event in human history. Little did the world 
realize this when the war began in the summer of 
1937. As now we look back we marvel at our own 
audacity and foolhardiness. When the Japanese 
invaded Peking and delivered an ultimatum de- 
manding China’s surrender of all her Northern 
Provinces, the Chinese leaders met and took coun- 
sel together. They were faced with these painful 
facts: China then had about five hundred planes 
of which about. two hundred were capable of com- 
bat service, while we knew Japan had at least two 
thousand first-line fighting and bombing planes. 
We had about one million ill-equipped soldiers of 
which twenty-five per cent were trained along 
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modern lines and were lightly mechanized, while 
the Japanese, we knew, had one of the best armies 
in the world, being highly mechanized and _ pos- 
sessing all the heavy guns and tanks. China had 
practically no navy, not a single fighting ship 
worthy of its name, while Japan was one of the 
three great naval powers in the world. Yet China 
elected to take up arms against such a powerful 
enemy. In the opinion of our enemy and some 
of our friends it was an act of madness and in- 
sanity. Japan was confident that she could beat 
China to her knees in three months. 


In recent years there has been so much discus- 
sion by Western strategists and military experts 
about the margin of superiority of one nation 
against another. In our case, Japan’s superiority 
over China in 1937 on land and in the air was 
probably one thousand per cent or two thousand 
per cent, and on sea Japan’s superiority was in- 
finite because it is a case of one hundred over zero. 
In spite of this great disparity in strength China, 
an utter amateur in war, not only dared to fight, 
but was also able to give militaristic Japan round 
after round until today China still stands fighting 
—bleeding and bruised—but not beaten. 


What is the secret? In the first place, the Chinese 
went to the battle not because the Chinese aspired 
to be heroes but simply because they did not want 
to be cowards. They knew that the Japanese were 
determined to destroy their country, their homes 
and their freedom, and that they would give no 
quarter. Since they must die, they preferred to die 
fighting. In the second place, we know we could 
not win against such a superior foe. If we must 
lose one way or another, we would make our en- 
emy pay dearly for his victory, making it as costly 
as possible. In the third place, there was a general 
feeling throughout the country that if the whole 
nation could be united and fight as one man with- 
out thought of surrender, then we would be un- 
conquerable even should the Japanese occupy 
every inch of our territory. In that sense, there- 
fore, not only would China be unconquerable but 
in the end victorious by attrition and causing the 
total exhaustion of our enemy. And lastly—this 
may interest you—the Chinese people somehow 
had faith in the ultimate triumph of justice, 
though we did not know how. We believed that if 
we fought long enough, hard enough and brave 
enough, the United States of America and the 
other democracies would eventually be involved 
and come to our aid, because China had an unshak- 
able faith in the American people, who would 
stand by certain principles and would never sell 
China down the river to save their own skins. 
Just as Mr. Stimson said ten years ago that the 
American people have an abiding faith in the fu- 
ture of the Chinese people, and in the same way 
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the Chinese people always have an abiding faith 
in the integrity and high sense of honor of the 
American people. Events have since proven that 
the Chinese people have not misplacedetheir faith. 


It may be said that the greatest weapons which 
the Chinese soldiers have up until now have been 
space, wits, and courage. Time and again a Japa- 
nese attack tipped by deadly tanks and guns and 
covered by bombers has plunged into China’s 
armies. In each instance—whether in Hunan or 
Hupeh—Shansi or Shantung—the Chinese have 
retreated but their retreat has swept them not 
before the enemy’s main forces but to the flanks. 
A tank cannot be checked by a machine gun; rifles 
are no match for artillery; but if the tanks and 
guns are allowed to pass through, if they are 
countered by steadily increasing defense in depth, 
if they are finally attacked from all sides, then 
tactics can serve as substitutes for supplies. So, 
it has served in China; the third battle of Chang- 
sha—the first United Nations victory in Asia—is 
typical not only of separate battles but of the en- 
tire course of the war itself. China has retreated 
to conquer. This has been called the Chinese “mag- 
netic warfare.” It has been used with a great effect 
throughout these five years and has absorbed in- 
vading columns along the lengthened lines bogging 
the Japanese soldiers down and eliminating them, 
one after another. 


It is true to say that China’s successful resist- 
ance and her ability to inflict tremendous casual- 
ties upon the enemy and to bog down 1,000,000 
Japanese soldiers in China’s far-flung fronts are 
due to three things, namely, China’s ability to 
make use of her vast space, the clever strategy of 
the Chinese military commanders under General- 
issimo Chiang Kai-shek, and lastly, the bravery of 
the Chinese soldiers, for magnetic warfare de- 
mands perfect coordination and strong nerves. 
Spirit and courage alone, however, do not win 
wars. It takes the men plus arms, heavy guns, 
tanks, bombers and pursuits to win the war. Lack 
of heavy arms and a large air force has made it 
impossible for the Chinese to launch a general 
counter-offensive at once. With more and better 
equipment the Chinese Army will be able to play 
its full part in the common war against aggression. 


China Builds 

What is taking place in Free China today is the 
more remarkable because it was unexpected. From 
the beginning of the war Generalissimo Chiang 
Kai-shek and other leaders in the government 
foresaw that the loss of the coastal provinces was 
inevitable and the Chinese would have to retreat 
into the interior for their final stand. 


Industries 
Before the war China had embarked on a three- 
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year program for the development of heavy in- 
dustry. China had 3,849 registered private factor- 
ies before the war. Of these one-third were in 
Shanghai. With the spread of hostilities along the 
eastern coast, some 600 private factories moved 
inland. Between one and two thousand factories 
in Free China, which include old ones, new ones, 
and those which have been moved west, are scat- 
tered in all parts of the country. Then a new three- 
year plan was launched for the development of 
industries and mining. Fortunately, practically all 
the minerals required in heavy industry apart 
from iron and coal, are found in the unoccupied 
rather than in the penetrated areas. Mining has 
increased enormously and each year sees a higher 
output of iron and coal, wolfram, antimony, mer- 
cury and copper. New factories are numbered by 
thousands, especially chemical works, machine 
works, textile mills, metallurgical works and elec- 
trical works. Arms are made, airplanes assembled 
and there are great munition works. At the same 
time, for smaller industries, the growth of the 
Chinese Industrial Cooperatives has marked a new 
chapter in China’s interior development. It now 
produces up to over $10,000,000 (Chinese Cur- 
rency) worth of goods monthly and has a steadily 
increasing output. This means the provisions for 
many needs, employment for many refugees. It 
also means the training of tens of thousands of 
persons in a great school of self-reliance, and the 


proof to the outside world that the Chinese can 
carry on the work of national reconstruction in 
the midst of conditions that would seem enough 
to daunt the most courageous. j 


Food Production 

The Chinese Government in the past few years 
has made considerable progress in stimulating 
China’s food production. The measures taken in- 
clude the increase of acreage, the increase of 
wheat and miscellaneous grains by winter plow- 
ing, the use of improved seeds, reclamation of 
waste land, disease and insect control, use of bet- 
ter fertilizers, further development of the irriga- 
tion system, and the protection of domestic ani- 
mals. As a result, the rice output has been brought 
beyond the point of self-sufficiency, wheat output 
had risen by 25 per cent, and rape seed, particu- 
larly valuable for the production of oil, by 13 
per cent. 


Communications 

So on through all the other phases of develop- 
ment. Thousands of miles of roads and hundreds 
of miles of railway have been added to the coun- 
try’s communications. New lines are being 
planned, and they are designed as much for eco- 
nomic development as for military defense. Trans- 
port is one of the romances, if not one of the 
miracles of wartime China. The lightning speed 
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with which railways, bridges and roads are re- 
paired after bombing is a wonderful story of hero- 
ism. What was lost and denied by reverses of war 
has been more than made up by human industry, 
resourcefulness, and devotion. 


And while the oldest method of transport is in 
full use and functioning with triumphant success, 
air transport is forging ahead, too, in spite of dif- 
ficulties beyond number. In wartime China, 
weather conditions did not appear to be the major 
concern of the pilots. They flew whenever possible 
with full knowledge of attendant risks. The will 
to fulfill a mission prompted the flying personnel 
to carry on. The classic story was told of how a 
damaged DC-3 plane was ferried to its hanger 
across 1200 miles with one DC-2 wing, a wonder- 
feat the accomplishment of which was nothing 
short of miraculous. Since the loss of Burma, the 
only remaining link with the outside world is the 
air route between China and India. These pilots 
are today keeping a regular schedule and flying 
under the shadow of the snow-capped Himalaya 
most of the time above 15,000 feet above the sea 
level—which would be a feat and a stunt in nor- 
mal times. 


Educational Reconstruction 


China’s wartime reconstructional efforts are not 
confined to material things. She rebuilds her edu- 
cational institutions. The passion of young China 
for education is astonishing. The bombing of 
Chinese universities and schools was not acci- 
dental but deliberate. The Japanese justified it on 
the score that these institutions were centers of 
Chinese Nationalism and hence resistance. Young 
men in schools and colleges have been told to re- 
main and study, because China needs educated 
men for the years of reconstruction that are ahead, 
and their best service to the country is to prepare 
for the future. 


The saga of the Chinese universities will be one 
of the world’s greatest post-war stories. Across the 
whole breadth of this enormous country, from 
northeastern Hopei to far western Szechwan, 
thousands of students trekked, and their profes- 
sors with them. From one city to another, one 
province to another, they moved, with books under 
their arms and scientific instruments slung on 
poles. In caves, and disused temples and half- 
ruined factories they held lectures, and scattered 
around the fields they studied. Their arrival in the 
backward regions has had a tremendous stimulat- 
ing effect, not only on the local communities but 
on the students themselves. 


The war has not only brought the higher schools 
and colleges to the interior, it has also speeded up 
the Government’s program for mass education. 
Chungking has set up an ambitious program to 
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wipe out the illiteracy of 190,000,000 adults in a 
few years. These adults will be required to attend 
class for two hours a day for two months, in which 
time they gan learn 1200 Chinese characters, suf- 
ficient to enable them to read news events and 
simple stories and to write necessary business 
letters. Not only will the people be taught to read 
and write but they will also receive instruction in 
patriotic singing, public health, air-raid precau- 
tions, and current events. 


China’s Hopes and Plans 


In fact, what is happening in China is nothing 
less than a new birth. The Chinese nation has not 
been found wanting in its hour of crisis. On the 
contrary, it has developed an extraordinarily vig- 
orous spirit of tenacity, grit, and determination 
to be worthy of national independence. China, like 
her own fabled bird, the phoenix, is rising anew 
out of the ashes of the past. The birth of a new 
spirit and determination is inspired by the vision 
of a new China, free and independent. This is what 
the Chinese people have been fighting and dying 
for. 


What are we fighting for? The Chinese have a 
clear answer, not because China has fought so 
long and has had a longer time to think of an 
answer. The Chinese leaders and people knew the 
answer right from the first day of the Sino-Japa- 
nese conflict. It is probably true to say that the 
Chinese people have a clearer vision and a greater 
conviction than many other members of the 
United Nations as to our war aims and peace aims. 
This is one of the reasons why the Chinese have 
fought so splendidly and so bravely. 


China’s war aims are clearly stated in all the 
speeches by Generalissimo Chiang Kai-shek and 
other Government leaders. I wish to quote some 
passages from a long message addressed to the 
People of Japan on the second anniversary of the 
war on July 7, 1939. In this message Generalissimo 
Chiang Kai-shek says: 


“We admit that the Japanese people are ex- 
ceedingly patriotic. ... While you love your 
own country, you have no respect for other 
peoples who equally love their native lands. 
In fact, you go further and look with hatred 
and jealousy on the patriotism of others. You 
have a very high opinion of yourselves, but 
you look down with contempt upon your neigh- 
bors. .. . With China it has been otherwise. 
The nationalism we believe in is the national- 
ism of the Three Principles of the People. Our 
nationalism aims at securing liberty and 
equality for China in the community of na- 
tions, while at the same time respecting the 
liberty and equality of other nations. In other 
words, we love our country but respect others 
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who love theirs. .. . Our nationalism is based 
on the comprehensive system of political and 
economic ideals and principles. To put it more 
briefly: Politically, we aim at a government 
‘by the people, of the people and for the peo- 
ple.’ In economics, we aim at equalization of 
landownership, regulation of capital and im- 
provement of the people’s livelihood. . . . The 
Three Principles of the People are designed 
to meet the present needs of the nation, to 
guarantee the permanent welfare of the peo- 
ple and to open the way to the ultimate real- 
ization of the great ideal of universal brother- 
hood.” 


It may be interesting to pause for a moment 
and to find out how these ideas came about, how 
earnestly do the Chinese people believe in them, 
and how have the Chinese people tried to put them 
into practice. 


In fact, this vision of the free, democratic China 
and this vision of the universal brotherhood are 
very ancient ideals and concepts and are deep 
down in the hearts of the Chinese people. Dr. Sun 
Yat-sen, the Founder of the Chinese Republic, is 
the most recent of the long line of prophets and 
Genralissimo Chiang Kai-shek is his disciple and 
present exponent of these ideals. It was two dec- 
ades ago when the Chinese nation was still torn 
by confusion and civil strife that the late Dr. Sun 
Yat-sen quietly evolved certain principles which 
would make China a more thoroughgoing and 
more practical democracy than that existed else- 
where. The terrible ordeal of these years has only 
served to strengthen China’s determination to re- 
build a new nation that will be worthy of all the 
present sacrifices and sufferings, and the experi- 
ence and the ability to stand up against Japan’s 
military might, have created in the Chinese people 
a sense of self-confidence that China will be able 
to bring into being this new free and democratic 
nation which generations of Chinese have dreamed 
about and planned for. This is China’s spiritual 
victory. An English writer says: 


“The Japanese may assess their gains in 
terms of guns, tanks, and planes, of captured 
cities and economic booty, of battlefronts, 
blockade and bloodshed, the Chinese can 
count theirs in the things of the spirit. At- 
tacked when less than half-prepared they sur- 
vived shocks which few thought they could 
survive and have come through the ordeal 
with a renewed faith in the destiny of their 
ancient land. Least of all did the Japanese ex- 
pect when they invaded China that the vast 
amorphous mass of the Chinese would be 
welded into a nation with a strong new pur- 
pose.” 


The Chinese people may indeed emerge, in Mr. 


November 1942 


Churchill’s phrase, “in the broader lands and bet- 
ter days,” and it will be with a national fibre 
tested, proved and strengthened as never before 
in four thousand years of history. 

This new purpose—the building of a new de- 
mocracy—has not only been dreamed and talked 
about but is being put into practice. Generalissimo 
Chiang Kai-shek insists time and again that the 
energetic prosecution of the war and earnest ef- 
forts for reconstruction must go on hand in hand. 
Thus in the midst of a most devastating war, the 
Chinese Government has passed and put into prac- 
tice an ambitious mass education program to 
stamp out illiteracy, has introduced the county 
self-government system, has convened at regular 
intervals China’s wartime parliament known as 
the People’s Political Council, and has made at- 
tempts to put into operation the draft democratic 
constitution. 

The Chinese people have given their unquali- 
fied approval to the principles contained in the 
Atlantic Charter and have heartily supported the 
concept of the Four Freedoms, because these prin- 
ciples and concepts are in harmony with all the 
Chinese people have been hoping and planning 
for themselves and for the world. 

This free and democratic New China envisioned 
by the Chinese people today is thoroughly in line 
with China’s tradition and heritage, and Dr. Sun 
Yat-sen and Generalissimo Chiang Kai-shek are 
the most recent interpreters and prophets. Let me 
conclude with a few brief quotations from utter- 
ances of our recent prophets and compare them 
with what Confucius and other ancient prophets 
wrote and said twenty-five centuries ago. 


Generalissimo Chiang Kai-shek says, 
“Internally, our object in prosecuting this 
war of resistance is to complete the task of 
national reconstruction and secure for China 
independence, liberty and equality. Interna- 
tionally, our object is to restore the prestige 
of treaties and to re-establish peace and or- 
der.” Again: “Our national revolution is re- 
inforcing our own historic love of justice and 
peace and is hastening the advent of enduring 
security and happiness for all mankind.” 


Dr. Sun Yat-sen frequently declared, 

“China is a pillar in the Far East and the 
largest country in Asia; when China is strong 
her four neighbors will be safe and on cor- 
dial terms with each other and the surround- 
ing races can retain their independence and 
share peace and happiness.” “The ultimate 
aim of the Three Principles of the People, 
which is universal brotherhood and an ideal 
world, is described in the Book of Rites.” 
Finally, twenty-five centuries ago Confucius 

revealed his vision of the future world order: 
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“When the great way prevails, the world is 
a common state. Officers are elected according 
to their wisdom and ability, and mutual con- 
fidence and peace reign. People regard not 
only their own parents as parents and not only 
their own children as children. The old are 
able to enjoy their old age; the young are able 
to employ their talent; juniors are free to 
grow; helpless widows and widowers, lonely 
orphans, and the crippled and deformed are 


provided for. Men have occupations and wo- 
men have homes. Wealth is not to be thrown 
away, nor is it to be kept as personal prop- 
erty. Labor is not to be idle, nor is it to be used 
for personal advantage. Under such a scheme 
of society selfish plans cease to exist and ban- 
ditry and rebellion cannot rise. As a result 
there is no need to shut one’s outer gate at 
night. This is the age of the great common- 
wealth.” 





Solving the Intern Problem at Samaritan 
Hospital, Troy, New York 


It is probably safe to assume that no hospital 
in this country has its full complement of interns 
and residents. Any hospital may be considered 
fortunate, if it has one-third of its required quota. 


The hardship which this entails is self-evident. 
It is not only a hardship, but unless the responsi- 
bility formerly assumed by interns and residents 
is re-allocated, it is actually a dangerous situation. 
It is dangerous from the standpoint of the patient 
and also dangerous to the whole program of intern 
education. It presents a strong temptation to lower 
the standard of training in an effort to cover the 
situation by any means possible. 


After months of trial and consideration, the 
medical staff of the Samaritan Hospital, Troy, New 
York, voted to preserve the program of intern 
education as established in the 200-bed hospital 
which at present has only two interns. The re- 
quired number of interns and residents is eight. 


Obviously, this can be done only at the expense 
of time and sacrifice on the part of the attending 
staff. One intern has been assigned to the service 
cases in the medical department and one to the 
service cases in the surgical department. The at- 
tending physicians of other departments have as- 
sumed full responsibility for detailed care of their 
cases, including private patients. This means that 
even senior attendings are on call for intravenous 
treatments, catheterization, transfusions, etc. 


In this manner, our interns are assured of ample 
time to give every attention to study and care of 
the patients for whom they are responsible, and 
every patient is assured of adequate care instead 
of frenzied, superficial attention given by interns 
who are delegated more work than they can pos- 
sibly accomplish, or at least accomplish with satis- 
faction of a job well done. 

This is a practical and noteworthy solution of 
a vexing problem and has been made possible by 
unselfish physicians who have not only their pa- 
tients but the ideal of education truly at heart. 
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American College of Surgeons Cancels 
Clinical Congress 


The annual Clinical Congress of the American 
College of Surgeons which was scheduled to be 
held in Cleveland November 17-20, 1942, was can- 
celed by the Board of Regents of the College at a 
meeting held in Chicago, Wednesday morning, 
October 14. Motivated primarily by patriotism, 
the Regents were influenced by the present condi- 
tions surrounding the general war program which 
have led to a greater burden on the members of 
the surgical profession in their local communities 
as a result of the large proportion of the profes- 
sion which is serving with the armed forces. The 
Regents by this action took cognizance of the de- 
sire of the profession to do nothing which would 
interfere with the successful prosecution of the 
war program such as would be caused by tempo- 
rary absence of its members from civilian duties 
during the period of the Congress, embarrassment 
of the transportation system, and interference 
with the work of the local profession in Cleveland 
in preparations and presentations incident to such 
a meeting. 





ow 
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Golf Tournament 


The golf tournament at the St. Louis Conven- 
tion of the American Hospital Association was a 
great success. Thirty-six participants had a splen- 
did time playing over one of the finest golf courses 
in the middle west. 


H. E. Hamilton of the Presbyterian Hospital, 
Charlotte, North Carolina, was the winner of the 
Barnes Hospital trophy which will remain in his 
possession for one year. At the next golf tourna- 
ment the trophy will be turned over to the new 
golf committee and again be a prize for competi- 
tion together with many other useful and valuable 
prizes. 

The St. Louis Golf Committee consisted of Dr. 
F. R. Bradley, chairman; Dr. Carl Dick; Dr. Otho 
F. Ball; H. J. Southmayd; and H. E. Hamilton. 


HOSPITALS 





ll ret ney Oo eo st eZ NHN CO FE KH CO St = Mm 


o 
w 


> 


The Hospital as a College 


ALAN GREGG, M.D. 


F YOU ARE ASKED to go to China on a week’s no- 

tice, and limited to two suitcases, then every 

article you take with you will receive: some 
careful consideration before it can establish its 
claim as essential baggage. Where we are going at 
the present time and how much of our customary 
ideas we shall take with us as useful intellectual 
baggage are now questions calling for prompt and 
pointed attention. In such a meeting as this and 
at such a time, we may well scrutinize our hab- 
‘itual ideas about hospitals with a view to getting 
down to essentials. 


Two Kinds of Knowledge 


First let us make sure we know what we mean 
by the word “knowledge,” if we are to speak of 
medical education in hospitals. Knowledge is of 
two sorts, depending on how you have .obtained 
it. If you have learned it through words (spoken 
or written), formulae, abstractions or symbols of 
any kind, then you have obtained the kind of 
knowledge I am going to call erudition or book 
learning. If, on the other hand, you have learned 
it through experience, through contact with real 
things and not the names or symbols of real things, 
then you have what I shall call experience. 


The difference between knowledge of these two 
types is not the difference between genuine and 
spurious, better and worse, useless and useful. It 
is the obvious difference in the way the knowledge 
was obtained. But there are some important sec- 
ondary differences. Erudition has the great qual- 
ity of being almost infinite in extent, certainly far 
beyond the capacity of any one person to acquire, 
of being impersonal, articulate, readily transmis- 
sible and easy to accumulate and preserve in 
books. Erudition is as large as libraries, as inter- 
minable as speech. The knowledge derived from 
experience, on the other hand, has a peculiar prop- 
erty—it is inarticulate but it gives its possessor 
power, confidence, courage, exultant delight—sen- 
sations rarely if ever produced by mere erudition. 
But it is not easy to accumulate or to transmit 
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experience in the absence of personal contact and 
imitation, reflection, and trial and error. 


Criteria by Which Hospitals Will Be Evaluated 


Now every institution in this country will re- 
ceive careful scrutiny in the next ten years. The 
criteria will be: Is it indispensable? What value 
have its motives and purposes? Of what use is it? 
We might well prepare ourselves for such ques- 
tions by knowing quite clearly and in advance 
what hospitals are good for, and, if’ you can learn 
anything in hospitals, then what kind of knowl- 
edge is to be gleaned there and what is that kind 
of knowledge good for? Is it indispensable to ob- 
tain the knowledge that comes from experience 
with sick human beings and direct familiarity with 
the signs and symptoms of disease, and the oppor- 
tunity to witness the management of an illness by 
a skillful physician? Or are books and lectures and 
the preclinical laboratories in the schools all we 
need for a good medical education? 


Going a bit further in search of simple and re- 
liable mental baggage for use over the next ten 
years of adventurous change, let us also scrutinize 
this word “education.” Reduced to simplest terms 
education is what takes place between two per- 
sons, one more learned, skilled, or experienced 
than the other, and willing to teach him who 
wants to learn. So supple and hardy a definition 
dispenses with such items as “entrance require- 
ments,” “curricula,” “credit hours”—all the para- 
phernalia and hocus pocus of education which we 
shall cast to the winds anyhow if the time comes 
to jettison non-essentials. 

Can a hospital intern, eagerly watching the ex- 
ample of an experienced and friendly chief, learn 
something from that contact? Of course he can. 
He always does. Now that brings out precisely 
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the point I want to be sure that you see: Forget 
for a moment erudition and book learning, librar- 
ies and lecture halls; think of the other kind of 


knowledge that comes from experience, from fa-. 


miliarity, from trial and error, to the apprentice 
watching his teacher and then trying himself— 
for that is the knowledge potentially obtainable 
in hospitals, and certainly available when a person 
of larger experience, wisdom, and skill is within 
willing reach of one who wants to learn. Obvious- 
ly, then, the question is not can a hospital teach, 
but will it? 


Seeing Education in a New Way 


Now if you had seen in many different coun- 
tries first-rate education taking place in the ab- 
sence of so many things you used to consider 
essential, then you would begin to see education in 
a new way. You would realize that it is a relation- 
ship like friendship or teamwork. You cannot de- 
scribe friendship in terms of a time-table, nor 
education in terms of credit hours. Education 
needs a narrative not a map. You do not express 
the essentials of any human relationship in lists 
or inventories. The kind of education I am talking 
about calls for a human relationship in which 
there is a transmission, a passage from one person 
to another, sometimes of information, sometimes 
of method of thought, sometimes of skill, occasion- 
ally of standards of conduct and attitudes of mind 
and heart. These are but some of the exchanges 
taking place between teacher and pupil. You do 
not have to be a professor to teach, nor pay tuition 
in order to learn. Make a list sometime of ten 
relationships in which you have learned much. I 
would wager that at least five will be outside and 
apart from schools and universities. 


Hospitals as Educational Institutions 


I want to make it clear that a hospital can teach 
whether or not it is affiliated with a university. 
Indeed, any hospital is so favorably placed for 
teaching medicine that if it makes the additional 
effort to teach and forms a university connection, 
we can say that the hospital’s share in medical 
education equals that of the medical school. We 
could have doctors without the teaching hospitals 
but what a sorry profession it would be! If Clio, 
the Muse of history, were at my side, she would 
add, “That is what you had in America for years— 
medical schools but scarcely a teaching hospital.” 
At long last we learned that the hospitals sustain 
and enrich our professional lives: they provide the 
real, the essential material of clinical education 
and service—namely, patients, whom the doctor 
must learn to study and to care for; and at the 


same time the teaching hospitals provide that sim- - 


plest element of an education—contact between 
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persons of different degrees of erudition and expe- 
rience, with the purpose of learning. Of the two 
essential kinds of clinical knowledge the hospital, 
and the hospital alone, supplies one—the knowl- 
edge drived from experience. And since the wis- 
dom distilled from experience can survive only 
through human intercourse, through example and 


_imitation and use, the hospital renders a service 


more valuable than its yearly quota of cures, since 
it brings together every range of novice and ex- 
pert so that through their contacts skill and wis- 
dom can be preserved by being passed on to 
younger men. 


But not all of you represent teaching hospitals 
connected with medical schools. Indeed, if you did 
I should not be speaking to the title, “The Hos- 
pital as a College,” for you would be in the secret 
as thoroughly as I. As well lecture upon “The 
Father as a Mother” as discuss “The Hospital as 
a College.” Mother and father are both requisite 
for parenthood; hospital and college are both es- 
sential to medical education. The majority of you, 
however, do represent hospitals in which teaching 


could be begun by organizing or emphasized by © 


expanding the intern and resident services, and 
it is to this possibility and the consequences there- 
of that I would draw your attention. A well or- 
ganized internship calls for educational experi- 
ences, deliberately fostered. 


Values of Teaching in the Hospital 


Indeed, my principal thesis is that by so much 
as you can develop and favor any and every op- 
portunity for teaching in your hospital you will 
establish the best pattern for serving the com- 
munity and notably enhance the hospital’s services 
to patients and its stability as an institution. 


Not all hospitals can affiliate with a medical 
school, but nearly all hospitals can improve their 
arrangements for intern and resident staff in point 
of number, opportunities, and quality. In urging 


_you to improve your hospital’s teaching by im- 


proving its internship, I should like to mention the 
more important implications of the internship for 
all concerned. I use the term internship to include 
residencies, since in almost all hospitals the dif- 
ference is one only in the degree of maturity and 
responsibility. The purpose of both grades is to 
enhance the young doctor’s maturity and respon- 
sibility; the names mark the degree of success 
obtained. 


Selection and Supervision of Interns 


If a system of well selected and well supervised 
interns and residents is planned and put into effect 
in a hospital, more patients can be examined and 
treated at the old standard, or the same number 
of patients can be much more competently studied 
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and cared for. In other words, the hospital’s useful- 
ness increases. Furthermore, internships affect the 
. hospital senior staff for the better. Where the 
clinical work has been organized to teach the in- 
terns by gradually increasing their freedom and 
responsibility, the visiting men, or senior staff 
members, are stimulated to their best work by the 
inquiring minds, the critical audience and the in- 
creasing competence of their interns. Another re- 
sult from a well organized internship: the young 
doctor understands better the nature of his train- 
ing and his future. Young physicians and surgeons 
understand the implications of the fact that the 
internship comes after the M.D. degree; they 
understand thereby that training, experience, and 
acquired skill are never completed, and that their 
education must go on far beyond what is required 
for the M.D. degree. Any doctor who has had a 
well organized internship or residency will ascribe 
his competence to that training above all others. 
There is no doubt of the almost phenomenal im- 
provement during the past thirty years in the 
level of professional competence in the United 
States. In this improvement the teaching hospitals 
have had a most important share. But the old type 
of hospital still is with us—the old type which 
relies upon other institutions for trained staff, al- 
ways borrowing, never lending. Anatole France 
said, “Never lend your books. My library now con- 
sists almost entirely of borrowed books.” So with 
the old type of hospital—its strength almost en- 
tirely borrowed. 


Hospital and Internships 


So valuable to medical education are these con- 
tributions of the hospital and so distinctive is the 
internship that we find other kinds of professional 
schools taking medical education as a model be- 
cause it has the wonderful advantages of the hos- 
pital internship. Schools for training government 
executives, for example, have created a deliberate 
imitation—called the “intern year” or “in service 
training.” Teachers’ colleges similarly seek the 
advantages of a kind of internship, and engineer- 
ing schools urge upon their students practical 
work under some measure of supervision but with 
gradually increasing responsibility. Thus the hos- 
pital with an effective teaching service in the form 
of internships and residencies provides the most 
distinctive phase of medical education, making it 
the type of professional education most envied and 
most enviable. 


If some hospitals already render this remarka- 
ble service and if I*suggest that more hospitals 
should do so in their own interest, I should like 
you to understand clearly just what a teaching 
hospital contributes, and what it gets in return, 
from a well organized internship system. The first 
of the hospital’s contributions is that it preserves 


November 1942 


for the future our present knowledge. It does this 
by providing patients to be studied and treated 
and thus the circumstances for transmitting to 
the next generation the skills and the knowledge 
we have acquired from experience. Secondly, hos- 
pitals teach by example and experience the next 
generation of physicians—not only teach them 
but all the while insistently remind them that 
there is always more to learn in medicine. Still 
more important, the teaching hospital certainly 
suggests and comes very near to proving, that 
when organized as a teaching community doctors 
can work together more smoothly than on any 
other basis—economic, political, or military. And 
lastly it is already a commonplace that the safest 
place for the patient with a severe illness is a 
hospital, not an exclusive nursing home or a 
secretive private sanitarium, but a teaching hos- 
pital with alert interns and observant residents 
discovering the mistakes and discussing the fail- 
ures—not shrouding them in professional etiquette 
and tactful oblivion. 


Advantages of Intern Training to the Hospital 


In return for better care of the sick and the 
better professional training of its doctors which 
the teaching hospital gives the community, what 
are the advantages, the gains to the hospital from 
an effective internship? They are these: more pa- 
tients cared for, and cared for better, an improved 
quality of interns and eventually a better senior 
staff selected in part from former residents, a 
senior staff held at concert pitch by the critical 
abilities and the restless energies of the interns 
themselves, a finer name and reputation for the 
hospital on the lips of former interns as well as 
former patients, and the steady advantages of doc- 
tors associating for the sake of improving their 
knowledge of how to care for people. I ask special 
attention to this fact: The basis on which mem- 
bers of a profession collaborate often determines 
the future of that profession. No other basis of 
association is better for doctors than the relation 
of teacher and learner. I have seen many tried— 
seniority, self-protection, money making, religious 
piety, the terms of some ancient bequest, military 
rank—none is as effective as knowledge, compe- 
tence, and character and generosity, the traits 
most honored where learning is the goal of all. 


Quite evidently, then, the hospital set upon 
teaching receives rewards for its contributions. As 
some brash advertising genius will doubtless one 
day advise us in a full-page message in some met- 
ropolitan daily, “it pays to work for the common 
good.” 


Why have we simplified and reiterated the im- 
portance of teaching, of systems to bring experi- 
enced men in deliberate and close contact with 
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interns or residents so that education can take 
place? Why have we reviewed and re-examined 
the essentials of knowledge, of education, of the 
role of the hospital in medical education, and the 
essential advantages teaching brings to the hospi- 
tal which is organized around teaching? 


What the Post-War Period May Establish 


I lived in Europe from 1924 to 1931, visiting 
every country there except Portugal, which I vis- 
ited in 1940. I saw a degree of suffering and im- 
poverishment and excessive taxation which pre- 
pared me for what we shall have to face in this 
country. We shall have to take care of sick people 
in our hospitals in any event; if taxation crushes 
the supporters of the voluntary charity hospitals, 
the care of the sick will be carried out from public 
taxation. We shall see conditions so unpleasant 
and precarious that they cannot be managed by 
mediocre talent using easygoing methods. We shall 
have to have the best brains in government in 
order to have enough government to survive. I 
have medical organization in mind in saying this. 
Unless the charity hospitals can have something 
more than the care of the poor as a basis for ask- 
ing for support, how can they expect gifts from 
an upper and middle class taxed almost out of 
existence? Unless the charity hospitals are organ- 
ized to use their doctors’ time and knowledge with 
an absolutely exemplary esprit de corps and in- 
dispensable effectiveness, then these hospitals will 
have scant funds and no arguments to keep them 
out of reorganization at the hands of the city 
or county. 

And if, as in England at present, much of the 
physicians’ time is spent in caring for their fellow 
men in hospitals and on salaries provided by the 
government, the problem will pose itself for us, 
too—what is the best basis for doctors to work 
together? Seniority? Political preferment? Mili- 
tary rank? Income? Or character and competence 
as revealed by teaching and research? I take it 
as significant that the Mayo Clinic found education 
a sound core around which to build much of their 
teamwork. 


Importance of Residencies 


You will note I have constantly referred to res- 
idencies along with internships. One word of com- 
ment: the sharpest criticism I can level at the way 
medical education serves society today, concerns 
the extraordinary waste of the first five to ten 
years of professional life—when a man at the top 
of his strength, interest, and preparation must do 
so little—waiting to use all he has. It is stupid 
for such excellent doctors not to be working at 
their best as residents in hospitals. Experience has 
taught me that when able young men are frus- 
trated, they react with the bitter determination, 





40 





the restless resentment, the merciless narrowness 
that keep us all from seeing the best thing to do. 
And I can not blame a group so stupidly victim- 
ized, as the well trained men who in peacetimes 
at least find no demand for their abilities. 


I have spoken to you about the educational work 
which a hospital can learn to do because that is 
almost the only course which will preserve any 
independence and leadership for hospitals and be- 
cause I do not believe that the record of merely 
caring for the sick is enough to save the charity 
hospital in the emergencies ahead of us. It must 
have a record as the center around which doctors 
can work and are working at their best. 


From such remarks you will correctly conclude 
that I think the present more decisive, and the 
approaching changes more extensive than most 
people seem ready to admit. You will note that 
I emphasize change, not disaster; the corollary is 
that I would advocate adaptability with which to 
meet those changes, rather than resignation or 
pessimism. Change spells disaster only to men too 
old, too tired, or too obstinate to adapt. 


Changes 


Changes call for elasticity of mind but quite as 
much for a sure-footed knowledge of what is what. 
Surely it is sensible to re-examine our baggage if 
we may have to go far and travel light. A valuable 
part of the intellectual baggage of a hospital 
trustee is his idea of what a hospital can do, what 
are its natural strengths, its peculiar capacities. 


Amid the changes that will be proposed for his 
hospital a trustee can bring to all decisions a 
knowledge that his hospital not only cares for the 
patients of today but through training and teach- 
ing physicians cares for the patients of the next 
two or three decades, and determines the quality 
as well as the quantity of professional services 
given the people. He can realize how timid and 
lacklustre is the institution which exists merely 
for successful doctors to perform in worshipful iso- 
lation the procedures learned years ago. The best 
control for your professional staff is pupils, ap- 
prentices; interns, residents. Never forget Lord 
Acton’s observation, “Power corrupts—and abso- 
lute power corrupts absolutely.” 


Precisely because the whole system of interns 
and residents is now in a confusion that will prob- 
ably be worse before it is better, I would suggest 
that you begin to think and plan for the organiza- 
tion of teaching in your hospital after the war. 
It may be that your medical and surgical staff 
even in wartime can be encouraged in the direc- 
tion of organizing teaching. Through early plan- 
ning your institution can be ready to receive, 
incorporate, and train some of the large numbers 
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of demobilized doctors who will need and want 
specialized training—and hospital appointments— 
at the end of the war. 


Hospital Policy a Matter of Strategy—Hospital 
Administration is Tactics 


Do you know the difference between strategy 
and tactics? Trustees at their best always recall 
these definitions to me. Strategy is defined as the 
art of deciding when and on what you will engage 
your strength: tactics is the skill, economy and 
adroitness with which you apply your forces to 
any problem. Selecting a theme involves strategy, 
dealing with it is a tactical performance. Hospital 
policy is a matter of strategy: hospital manage- 
ment is tactical. As trustees you decide the strat- 
egy of hospital work. The tactics are usually for 
the administrator to choose. On what will you 
engage the hospital’s strength, its efforts—and 
when? In stable routine years trustees try to use 
new methods to reach old objectives. Thus they 
tend to become consultants not on strategy but on 
tactics. That is natural enough in peacetimes. But 
in times of rapid change such as the present it is 
wise for trustees to re-examine their strategy— 
when and on what will they engage the hospital’s 
strength. I urge you to do this and to keep upper- 
most in your minds the service most neglected 
by the ordinary hospital—its teaching—for a hos- 





pital can teach as well as cure; and in these earlier 
stages of economic and social change I beg you to 
realize that the medical profession can be helped 
to do its best when organized around teaching in 
hospitals. 


I have given you no clearly defined or elabor- 
ately detailed method of procedure today. Methods 
and plans of that sort belong to tactics and to your 
executive machinery. If, as trustees, you know 
what you think and can express it, then the path 
is relatively easy for your executives. 


You have the positive rdle of strategists. You 
have also a réle you almost never think of. Trus- 
tees are in some senses the conscience of an 
institution: when the hospital executive says to 
himself, “I just would not feel comfortable recom- 
mending that proposition to my Board,” the trus- 
tee is reinforcing his conscience. Trustees are in 
action without being called upon. They are of use 
without knowing it. That is why many trustees 
say they “cannot see what good they do.” 


But let me assure you, that if you have arrived 
at the wisest strategy for your hospital and have 
expressed yourself clearly upon it, you have dis- 
charged a large, perhaps the largest, share of your 
duty and you have done a very great service to 
your day and generation. 





Officers of American College of 
Hospital Administrators 


President—Joseph a. Norby, director of Columbia 
Hospital, Milwaukee, Wisconsin 


President-Elect—R. H. Bishop, Jr., M.D., director 
of University Hospitals, Cleveland, Ohio 


First Vice-President—Fraser D. Mooney, M.D., ad- 
ministrator of Buffalo General Hospital, Buffalo, 
New York 


Second Vice-President—Amy Beers, administrator 
of Hackley Hospital, Muskegon, Michigan 


Members of Board of Regents 
Scott Whitcher, administrator of St. Luke’s Hos- 
pital, New Bedford, Massachusetts 
Edgar C. Hayhow, superintendent of Paterson 
General Hospital, Paterson, New Jersey 
Arden E. Hardgrove, superintendent of John H. 
Norton Memorial Infirmary, Louisville, Ken- 
tucky 
Ray M. Amberg, director of University of Min- 
nesota Hospitals, Minneapolis, Minnesota 
Benjamin W. Black, M.D., director of Alameda 
County Institutions, Oakland, California 
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Officers of American Protestant 
Hospital Association 


President—Edgar G. Blake, Jr., administrator of 
Wesley Memorial Hospital, Chicago 


President-Elect—Rev. John G. Martin, superin- 
tendent of the Hospital of St. Barnabas and for 
Women and Children, Newark, New Jersey 


First Vice-President—Rev. Joseph A. George, su- 
perintendent of Evangelical Hospital, Chicago 


Second Vice-President—E. I. Erickson, superin- 
tendent of Augustana Hospital, Chicago 


Treasurer—R. E. Heerman, superintendent of Cal- 
ifornia Hospital, Los Angeles, California 


Trustees (terms expiring in 1945)—Rev. John L. 
Ernst, superintendent, Evangelical Deaconess 
‘Hospital, Detroit, Michigan; Rev. J. H. Grose- 
close, superintendent, Methodist Hospital, Dal- 
las, Texas; E. E. King, superintendent, Missouri 
Baptist Hospital, St. Louis. Clarence C. Hess, 
superintendent, Methodist Hospital, Indianap- 
olis, Indiana, was elected to fill the unexpired 
term (1944) of Rev. John G. Martin. 
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Hospital Internships as Related to the 
Accelerated Medical Curriculum 


H. G. WEISKOTTEN, M.D. 


SHORTAGE of interns, which is an imme- 
A diate and serious problem facing many 

of the hospitals of the country, is only in 
small part due to the war. 


Since 1926 the available internships have ex- 
ceeded the number of students graduating each 
year. Since then there has been a steady increase 
in educational facilities for interns beyond the 
annual needs of the graduating classes. This has 
been in part compensated for by graduates taking 
more than one internship before initiating practice 
and by some hospitals increasing the length of 
internships. Thus in 1939 when there were 5089 
medical graduates in the United States there were 
a total of 7448 interns actually on duty. According 
to information received at that time the number 
of vacancies was only 317. By January 1941, the 
number of vacancies had increased to 615 in 270 
hospitals, and reports received in January 1942 
show a total of 1128 unfilled positions in 437 of 
the hospitals approved for intern training. 


The present requirement that internships shall 
not exceed twelve months in length, together with 
the appointment of interns to replace residents, 
has probably resulted in an additional increase in 
the number of unfilled internships. 


Maintaining an Equitable Distribution of Interns 


In the face of this shortage of interns, it would 
seem to be particularly important that all hospi- 
tals cooperate in an effort to maintain an equitable 
distribution of interns by limiting their appoint- 
ments to actual minimum needs. As a general rule, 
the ratio of house officers to patients should not 
exceed one intern to six hundred annual admis- 
sions. 


The question has been raised in regard to the 
possibility of filling some of the vacancies by the 
appointment of graduates of unapproved medical 
schools. The education which these graduates have 
received is not recognized as satisfactory either by 
the Council on Medical Education and Hospitals 
or the Association of American Medical Colleges. 
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Only two states will admit the graduates of any 
of these schools to their licensing examination. 
The Council on Medical Education and Hospitals 
has not considered it justifiable to continue on its 
list of hospitals approved for internship any hos- 
pital which permits the graduates of unapproved 
medical schools to function as interns. 


Standardization of Hospital and Educational 
Procedures 


The standardization of hospital and educational 
services is primarily concerned with the care and 
welfare of the sick, the accomplishment of which 
depends chiefly on the competence of the medical 
personnel. It is for this reason that the Essentials 
of an Approved Internship contain a requirement 
that the appointment of staff physicians and in- 
terns be limited to qualified graduates of accept- 
able medical schools. The appointment of interns 
ineligible for licensure obviously does not coincide 
with the efforts of individual states to safeguard 
the care of patients. 


Regardless of any requirements of the Council 
on Medical Education and Hospitals in connection 
with the list of hospitals approved for internship 
which it maintains, certain hospitals have found 
that its internships become less attractive to quali- 
fied graduates when graduates of unapproved 
medical schools are accepted as interns. 


The Accelerated Program of Undergraduate 
Training 

This present shortage of interns would appear 
to have a compensatory factor in the accelerated 
program of undergraduate training adopted by 
almost all of the medical schools. I am sure that 
the-majority of you are familiar with the accel- 
erated program which involves the graduation 
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of a class every nine months instead of once a 
year. Many of the medical schools have also in- 
creased the size of their classes by ten per cent 
or more. It is estimated that the accelerated pro- 
gram will produce over 21,000 graduates available 
for internships during the next three calendar 
years as compared with 15,535 graduates during 
the past three years. 


The Situation We Are Facing 


Actually the situation we are facing with a 
twelve months’ internship is that of an oversupply 
of interns for a three months’ period every nine 
months. The solution of the problem is compli- 
cated by the requirements of the Army and Navy 
that a graduate shall have completed an intern- 
ship of twelve months before he is eligible for 
active duty. Likewise, the Association of American 
Medical Colleges and the Council on Medical 
Education and Hospitals have both gone on record 
as opposed to the shortening of the internship to 
less than twelve months. Furthermore, it is prob- 
able that a medical school graduate will not be 
allowed much more than a twelve months’ period 
after graduation in which to complete his one year 
of internship. 


It is obvious that under present conditions there 
is no one solution to this problem of coordinating 
a twelve months’ internship with an incoming 
class of interns every nine months. Conditions 
vary in the intern hospitals and a number of dif- 
ferent programs have been adopted or are being 
considered. 


There is some variation in the dates of gradu- 
ation of the medical schools and a careful study of 
these may permit some staggering of the dates 
of beginning of internships. 


Some hospitals are experiencing such a shortage 
of interns that they will find no difficulty whatever 
in accommodating a new group three months be- 
fore the previous group has completed its year of 
service. 


Some hospitals which formerly had residents 
and assistant residents are planning to have in- 
terns assume positions of greater responsibility 
during the last three months of their internship. 


Other hospitals anticipate difficulty in housing 
and providing satisfactory training for the two 
groups of interns for three months period and are 
arranging for affiliated services in neighboring 
hospitals which are prepared to offer a satisfactory 
three months’ training acceptable to the hospital 
responsible for the internship. 


At least one hospital is studying the possibility 
of a form of residency or preceptorship for the 
final three months of the internship. This program 
involves the assignment of the intern to a staff 
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member who assumes responsibility for his train- 
ing during this period. 


The Cooperation of the Surgeons General of the 
Army and Navy 


Finally, the Surgeon General of the Army and 
the Surgeon General of the Navy have indicated 
their willingness to cooperate in every way pos- 
sible and have indicated that in so far as arrange- 
ments can be made and such a procedure is desir- 
able, they will call men at the end of nine months’ 
internship and assign them to duty in Army and 
Navy hospitals in a similar capacity to that of 
interns in civilian hospitals for the remaining 
period of three months in order to complete their 
twelve months’ experience. 


Whatever program is adopted should be care- 
fully planned in relation to the total internship 
program of the individual graduate. 


Only when a hospital is prepared to assume 
supervision and responsibility for the affiliated 
three months’ training will it be in a position to 
certify the completion of the required twelve 
months of intern training. Otherwise, the hospital 
should issue certification for only such period of 
training as was actually under its own supervision. 

This whole problem ‘is further complicated by 
the uncertainties of the future. The program 
which we formulate today may tomorrow prove 
to be obviously impossible. 

Apparently the great need of both the Army 
and the Navy is a larger number of recent gradu- 
ates prepared to serve with the combat forces. 
Available data suggest that the number of young 
physicians in active service is not commensurate 
with the number of recent graduates from the 
medical schools of the country. 


If it should happen that the essential needs of 
the Army and Navy for physicians cannot be met 
by the accelerated program of medical education 
and this shortage cannot be made up from the 
physicians remaining in civilian practice, it is just 
possible that the hospitals of the United States 
will find themselves without any interns whatever. 


All available information is to the effect that 
internships in the hospitals of Germany have been 
entirely discontinued and medical students before 
entering active service have no clinical training 
aside from that secured in connection with their 
undergraduate course. 

It is certainly to be hoped that the adoption 
of such a program will not be deemed necessary 
in this country. 

We are at war and the essential needs of the 
armed forces must be met. We in the field of 
medical education and hospital service must ad- 
just our peacetime ideals to the necessities of war. 
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Conservation Hospitals 
ANTON C. NEGRI 


MAZINGLY HIGH STANDARDS OF SERVICE have 
A been achieved in almost all American hos- 
pitals. I have studied the operation of many 
hospitals and the heroic work done in these insti- 
tutions is inspiring. If these standards are to be 
maintained under the stress of war, it is imperative 
that we, as hospital administrators, be constantly 
alert to the conditions in which we find ourselves 
today. 


Nine months of war have made us all conscious 
of the increasing difficulties of carrying on any 
normal activity, and the work in the hospital field 
is particularly complicated because hospital serv- 
ice is an indispensable part of military as well as 
civilian life. The solution of the problem does not 
lie merely in curtailing services nor in adopting 
make-shift methods because the administration of 
a modern hospital is such a delicate and highly 
technical procedure that it cannot be tampered 
with or changed capriciously. 


Hospital administration requires a thorough 
knowledge of building management, the handling 
of credits, an intimate acquaintance with account- 
ing and control methods, keen judgment of values 
in purchasing commodities and experience in the 
usage and conservation of supplies and power. The 
well informed adminstrator possesses the faculty 
for keen and analytical ability to utilize the sta- 
tistics available from inventories and professional 
statistical reports. Aside from the purely commer- 
cial aspects of the job, the more significant phase 
of administration is the maintenance of perfect 
liaison between the professional and nursing units, 
and the integration of all other services so that the 
prescribed requirements of patients are met with 
maximum efficiency. Finally, but by no means 
least important, the management is charged with 
the duty of keeping in a meticulous manner the 
medical record library so that all data are readily 
available for teaching material or other reference. 
The prompt issuance of teaching material is an asset 
to any institution. 


The ultimate responsibility for the smooth func- 
tioning of such a complicated mechanism as the 
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modern hospital rests upon the hospital admin- 
istrator. You are all cognizant of the difficulties of 
the task without adequately trained personnel, and 
when almost indispensable supplies are becoming 
less and less available. However, I should like to 
discuss certain aspects of these obvious problems, 
in the hope that by collaboration and initiative 
many of the obstacles can be overcome. 


Suggestions for Coping with Personnel Problems 


Since America’s entrance into the war, the heavy 
drain on hospital personnel by the Army, Navy, 
and other.fields of war work has unquestionably 
affected the standards and services maintained dur- 
ing peacetime. Administrators are deeply con- 
cerned with this development, but methods can be 
evolved for coping with the situation. It is surpris- 
ing how well women take the place of men in many 
types of work in hospitals and other institutions. 
My experience leads me to believe that they can 
do some work better than men, and in many cases, 
they have a lot more patience and wholesome in- 
tuition. 


Administrators are faced with the necessity of 
instituting programs to educate and train workers 
for their institutions. Frequently, the skilled labor 
problem can be met by providing suitable routine 
procedures for each worker. Through proper direc- 
tion, untrained personnel can then be utilized to 
perform some specialized work. This is not just a 
theory. In practice, it has proved its worth, and 
experience has demonstrated that it is applicable 
to hospital service. 


Much conservation of time can be effected for 
the medical and nursing personnel, if rounds are 
made at regular and stated times. It is always wise 
to review long standing orders for service, because 
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oftentimes elaborate service can be discontinued 
when brought to the doctor’s attention. 


The solution of many problems is to let each ex- 
ecutive cut his own red tape, and eliminate the 
unnecessary handling of details to conserve labor. 
The American way of bestowing confidence upon 
our workers and associates is definitely in the 
right direction for the re-building of manpower 
in our organizations, and it is the alertness of the 
administrators that assures the ultimate outcome. 


Coping with Shortage of Commodities 


In recent months the hospitals and institutions 
have felt a shortage of certain commodities, and 
it has been next to impossible to procure some of 
them. The Government’s priority system has cur- 
tailed the acquiring of many of the commodities 
heretofore used. The allocation of classifications 
adopted by the Government was primarily meant 
to ascertain the worthy requirements for the in- 
stitutions. 


Many commodities now used in hospitals con- 
stitute unique problems, especially where many of 
these items entail combinations of various prod- 
ucts, so that the lack of some, makes still others 
partially useless. Then again, some are being used 
in industries outside of the field of medicine; still 
others for the manufacturing of war supplies. It 
stands to reason that the administrators and the 
doctors will be required to work in closer coor- 
dination to find a solution to the inability of ob- 
taining suitable substitutes. 


In a true sense, we are not using substitutes. 
The fact is, we are merely re-instating many of 
the items which were formerly used, either singly 
or combined. We progressed with science, and used 
the newest improvements, but the fact still re- 
mains, that many items which were formerly used 
are still adaptable. Thus, in many instances, so- 
called substitutes are not really substitutes. Then 
again many of these items we now begin to use, 
in all probability, will be an improvement and will 
become the standards of the future. 


In times like this, when some of the old timers 
still think that flying cannot be conquered, we 
must stay alert and follow the progress of scien- 
tists. Is it not true, that everything we now do, 
was possible all the time? God has them always 
ready; men only have to work them out. Each 
individual on this earth is given the opportunity 
to create something for the human race, and dis- 
tinguishes himself by his service. Were it not for 
' the fact that different ideas can be developed by 
the human mind, there would be no interest, no 
desire to progress—man would be just another 
piece of machinery. In other words, it is the person 
with a better capacity for thinking who becomes 
the inventor. 
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As never before there is a need for uniform test- 
ing of commodities and the establishment of 
standards, sizes, weight, strength and applicability 
to specify uses. We should be prepared, and have 
tested and tried out, possible substitutes in the 
present emergency and be ready for the time of 
need. We should pool practical experience for the 
common cause of good management in hospitals, 
and eliminate selfishness. In every city there should 
be a Wisdom Council where all the experience 
and problems would be centered. And in a short 
time there would be a Central Information Pool, 
which becomes an asset to all concerned. 


Economy 


Greater economy and rigid supervision must 
prevail if successful operation is to be continued. 
We must curtail and combine experimental meth- 
ods wherever possible. The professional routine 
work in the medical units and the numerous re- 
quests for tests must be scrutinized and confined 
to an absolute minimum for the effective diagnosis 
and treatment. 


X-ray Examinations — X-ray examinations 
should not be ordinarily requested, unless ap- 
proved by the consulting physician. Many other 
requests for x-ray examinations should come 
under official orders. We are all cognizant of the 
fact that curtailment is necessary. 


Chemicals and Surgical Implements—Owing to 
the continued difficulties in obtaining chemicals, 
it is necessary to use them most economically, un- 
til some satisfactory substitutes are tried out and 
procured. It is possible, without much difficulty to 
extend the durability of hundreds of items of sur- 
gical implements used in dressing and operating 
rooms by more careful handling. Such care will 
also cut down the immense cost of repairs. Spinal 
needles can be repointed, and scalpel plates re- 
sharpened, and the life of many other instruments 
and articles can be prolonged. 


Flasks and Bottles—The breakage of solution 
flasks and other bottles can be minimized to a great 
extent by careful handling, and spot-lighting their 
cost. Inexpensive sacks can be made from rem- 
nants of material in the sewing room and used as 
protectors. By making known to volunteer and 
service organizations, the need for various size 
bottles, suitable for use in hospitals, a great many 
could be secured without cost. They may also se- 
cure cold cream jars, suitable for vasoline and oint- 
ment containers. Empty bottles should be saved 
wherever possible and returned to the drug de- 
partment. 


Enamel and Glassware—A great deal of equip- 
ment can be saved by more careful and common- 
sense handling while transporting or washing 
them, especially enamel and glassware. In place of 
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enamelware, plastic materials can be considered. 
Nothing should be discarded unless approved by 
an appointed, responsible person. The Swiss hotel 
man says, “If you have a supply room, you also 
must have a discard room.” The value of such a 
room, where each and every item is placed before 
discarding, is beyond comprehension. 


Solid containers in which goods are delivered 
should be used for rubbish buckets, and metal pails 
saved for liquids. Good care should be taken of 
kitchen ware. A recent order has cut off the 
amount of iron, steel and aluminum normally 
available for kitchenware. 


Rubber Goods—Practical experience discloses 
that rubber goods of all kinds should not come in 
contact with greasy or oily substances, or adhe- 
sives, since rubber absorbs oil, and makes it swell 
and burst. Thus it shortens its serviceability. In 
many cases where plaster and bulk dressings are 
handled, textile material gloves can be used. More 
efficient allocation of the new gloves and those 
which have been used will make large savings. 


In cases where hot water bottles cannot be pro- 
cured, small canvas sacks filled with cherry stones 
or small gravel and heated can be made service- 
able. These spread as softly as a water bottle and 
hold the heat just as well. 


Adhesives—Waste of adhesives is always ap- 
parent in hospitals. They should not be used for 
plastering or binding books, and repairing clothing 
and windows. Often smaller size and shorter 
pieces would be satisfactory. 


Antiseptic Solutions—I have often observed the 
extravagant waste of antiseptic solutions, when 
large quantities are dished out and unused por- 
tions are thrown away. 


Soaps—The quantities of various types of soaps 
used by medical and nursing departments can be 
kept at a minimum by stricter usage and super- 
vision over the manner in which they are used. 
This applies particularly to liquid soaps in the 
operating rooms and obstetric departments, and 
the soft soaps used by the nursing departments. 
Proper demonstration of the use of these and other 
commodities will naturally reduce the quantities 
customarily used. Formed habits in practice can 
be difficult to change, and it requires supervision 
and wise counsel to bring about expected results. 


Drugs and Surgical Equipment—General and 
wise economy in the use of drugs and surgical 
equipment during wartime would make the 
present inventory last longer. The head pharma- 
cist should make bi-monthly checks in each of the 
wards to ascertain that no surplus stock is on hand. 
And he should authorize the return of those drugs, 
solutions and ointments which he finds are in ex- 
cess to the drug department. Here again is where 
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the medical council, cooperating with the thera- 
peutic committee, can formulate policies for substi- 
tution, as well as regulate the usages of products. 
There is no greater instrument than coordination 
in preparing the program early enough, so as to be 
ready .when replacements must be made. 


I am thoroughly familiar with the standardiza- 
tion of surgical dressings—having had the experi- 
ence of checking requirements—and it is my belief 
that various sponges and dressings could be made 
2 to 4-ply less than present standards. Sponges, 
size 3x3, can be used instead of 4x4 in the majority 
of cases. And where blood samples are taken for 
testing, a small cotton ball can be used instead 
of a 3x3 sponge. Many other sizes of dressings 
could also be reconsidered advantageously, and 
usable sizes of gauze should be salvaged for other 
gauze products. Likewise, the large variety of 
screen drapes and curtains can be curtailed to a 
smaller number. 


All of this has a tendency to save materials 
which are so essential in war service. The medical 
department should post notices wherever possible, 
designating the kind, the size, the quantity and 
quality of products which are to be used for spe- 
cific purposes in the care of patients. I cannot em- 
phasize strongly enough the use of every means 
and precaution in the care and usage of these 
materials. 


Isopropyl-alcohol 50 to 55 per cent can be sub- 
stituted for ethyl-alcohol as a germicide and is 
suitable for external rubbing, and as a solvent. 
This is very rapidly obtainable and is much lower 
in cost. 


Stationery and forms may be saved by curtail- 
ing the various kinds and weights of “paper, as 
well as the use of printed forms for memorandums 
and other purposes. Backs of letters may be used 
for carbon copies of replies. 


Foods—Rigid economy should also prevail in the 
food and dietary departments, especially in pro- 
tecting raw food commodities from deterioration, 
and the storage facilities should be checked thor- 
oughly to ascertain whether the space is sufficient- 
ly dry and wholesome, and very especially we 
should eliminate over-production. In this regard, 
I strongly emphasize standardized recipes for each 
establishment, and the quantity production as 
needed should be rigidly followed. Then too, care- 
ful supervision over the services of food and por- 
tions are essential, and careful handling will auto- 
matically show a saving. 


Standardization in preparation of food and rigid 
supervision over the service does not mean cur- 
tailing the quantity and required nutrition value 
for the care of the patients. It is to eliminate ex- 
travagance and unnecessary waste. Food control 
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when applied in a common sense manner will show 
the cost of ingredients, as well as that of the fin- 
ished dishes, and serves in menu making. For 
years I have advocated that you must know the 
cost of meals in advance, so as to regulate the 
expenditures, procure suitable cuts, and know the 
quantities to be served, in order to maintain a high 
standard of nutrition at the minimum cost. 


Textiles—The housekeeping department, in this 
time of crisis, plays an especially important part 
in preserving textiles and wearing apparel, which 
are constantly used in hospitals and institutions. 
Their wisdom in economizing now, postpones the 
time of scarcity. The various sizes and styles of 
linen, which have been used heretofore, and now 
may be well taken into consideration for revision. 
In many cases they can be made smaller accept- 
ably. Linens on order which have not been manu- 
factured for present requirements, but will be 
needed hereafter, should be reconsidered and made 
according to present needs, economically, without 
jeopardizing their primary service. 


Mending and discarding of linens should be of 
greater concern, particularly, because many worthy 
articles can be made from discarded as well as 
from remnants of newly manufactured items. 
(Skull caps, binders, door silencers, sterile wrap- 
pers, linings for plaster pails, ice crushing bags, 
and numerous others.) Close cooperation between 
the housekeeper and the director of nurses can 
definitely result in economy. Those worn bed 
blankets can be. cut down for children’s beds, or 
made into quilt coverings for stretcher use. The 
final discards, or all the wool from blankets should 
be saved for salvage disposition. Burlap sacks 
saved and properly prepared can be made service- 
able as mats or small bathroom rugs. Dying would 
improve the appearance. Flour sacks for towels 
could be used also, and so on. 


Shortage of chlorine for public use creates a 
shortage of hypochlorite bleach in any form. 
Chlorine bleach is the laundries’ friendly standby 
as a stain remover and linen whitener. Its value 
is also recognized as a sterilizer. This problem 
can be mostly solved by procuring the use of 
a chlorinator, with which a brine solution is used. 


Fuel and Power—One of the costly sources of 
waste is the demand for a constant supply of high- 
pressure steam and hot water, which in many sec- 
tions is often unnecessary. Were we to spend as 
much time in turning off steam valves on steriliz- 
ers, radiators and hot water faucets, and other 
equipment supplied with steam and hot water, as 
well as light and power as we do on trivial things, 
we would make a noticeable saving in the fuel and 
power bills. One person on each floor or section, 
properly taught and made responsible, can accom- 
plish much of the saving. 
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The few items mentioned heretofore are only re- 
minders or thought suggestions for hundreds of 
other items to be considered, which will be treated 
in their own individual aspect when confronted 
by the administrator. We must realize, however, 
that each institution is a distinct enterprise, and 
each is faced with its own specific problems. 


Effective Instruments in Economy 


Confidence, fair play, and suitable instructions 
are the most effective instruments in economy. 
This takes in the interns, residents, nursing super- 
visors, heads of all departments, librarians, the 
personnel of the drug department, medical supply 
department, mechanical storeroom, food depart- 
ment, and the administrative offices. This, how- 
ever, can only be effective through comprehen- 
sive understanding of the problems and the actual 
needs of each department on the part of the man- 
agement. If we execute all we know and do all we 
preach, we will ward off the time of scarcity. 
Weekly staff meetings where problems are dis- 
cussed, and one of the heads presides in rotation, 
are often more beneficial than those presided over 
by the management. 


The present status of regulation by the Govern- 
ment in instituting a priority system, appeared to 
a great many administrators that it was jeopardiz- 
ing the procurement of needed merchandise within 
the time desired. In this regard, a vital point to 
consider is the understanding of procedures on the 
part of the administrators for coordination with 
the priority officials. It is a great advantage to 
know in advance the required procedures in re- 
questing merchandise. General understanding .of 
these procedures would greatly simplify procure- 
ment. It is found that the War Production Board 
is eager to cooperate and assist in every way pos- 
sible. 


The Human Equation 


We must realize what are the most essential and 
valuable assets in the hospital operation and serv- 
ice. We must realize that the most valuable asset 
in the world is human personality—that intangi- 
ble something which is the product of body and 
mind and soul. All in all we must not forget the 
unseen things—courtesy, peace of mind, confidence 
in those who do the work, and, finally, courage 
without egotism. Should we be courteous only to 
visitors, or should our employees be treated with 
similar consideration? 


I want to put this question to you: Are there 
enough administrators who are able to assume the 
task with energy and experience, in order to ac- 
complish this needed economy; who have the per- 
severence to follow through a program when be- 
gun? Administrators today are not only manag- 
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ers, but they have won the opportunity to be 
creators. 


Many establishments want to win the war, even 
if they build fortunes, as long as it stays in the 
abstract. Remember the man who had a cement 
sidewalk laid, and when he came out of the house 
saw some boys putting their shoe marks and finger 
prints on it. He began to pelt one of them. His 
neighbor came along and said, “Say, Mr. X. I 
thought you liked children. I am ashamed of you.” 
Mr. X. replied, “Yes, I like them in the abstract, 
but not in the concrete.” There are many people 
who believe in ideas and ideals, as long as they 
remain intangible, but when you start talking spe- 
cifically, then it is a different question. 


Curtailment should not be such that efficiency in 
operation is jeopardized. In a democracy we have 
a certain philosophy, for democracy is not a sys- 
tem. It is not just a set of values and purely a way 
of doing things. It is a religion, in a sense, but 
whatever it appears to be, it is the will of the ma- 
jority of people. This Institute for Hospital Admin- 
istrators is not an administration for oneself, but it 
is a symbol of the majority, and as Americans, you 
must have one objective in mind now, and that 
is “to win the war, and pay whatever price it may 
require.” There is no alternative, for if we lose, we 
will not have democracy as we have understood 
it. The kind of Americanism that is going to win 
the war, is the Americanism that made the country 
what it is today—the spirit of Valley Forge, the 
spirit of sacrifice—putting everyone on the same 
plane and elevating that plane. 


Many of you no doubt remember the five ele- 
ments as outlined during the first war, which 
were: 1) Men, 2) Food and Clothing, 3) Trans- 
portation, 4) Munitions, and 5) Morale. Morale is 
the battlefield on which every one of us holds a 
strategic point in operation. It also means mass 
courage. It is faith and confidence in each other— 
the ability to cooperate, even when we do not 
know the reason for it. It is that kind of spirit 
which was demonstrated in the first world war, 
when each man moved as a unit, knowing that the 
man to his right and left would be there with him. 
That is the kind of morale we need in America— 
mass courage. 


Then there is the matter of faith. We have to 
believe in each other. We have to have faith in 
each other. You have to believe in your own judg- 
ment in the fulfillment of your heavy task to make 
the best out of those items and articles, which are 
applicable as satisfactory substitutes, and give 
service to those intrusted into the care of the hos- 
pital administrators. The best way to serve in this 
war, and to bring it to an end sooner is to make 
the adjustments, and do the things you would do 
if you were certain the war was going to last 
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many years. It is important to make those adjust- 
ments because we will then be mobilized for the 
effort that is before us. 


Sacrifices are inevitable, and the sooner we rec- 
oncile ourselves to this fact the easier our task 
will be, but it should be borne in mind that the pa- 
tients’ welfare must be put first. You and I must 
be prepared to make concessions, and the patients’ 
comfort and welfare should be interfered with 
only as a last resort. If opportunities are utilized 
as quickly as they present themselves, alert man- 
agement will be able to make the necessary read- 
justments with the minimum of sacrifices. Each 
institution has its own peculiar problems. No one 
universal formula can be presented that will be 
workable in every hospital, so the ingenuity, wis- 
dom and integrity of the individual hospital ad- 
ministrator is taxed to the utmost. 


You and I should not grumble if we have to 
accept rationing. We should not grumble if we 
have to accept substitutes. We should not grumble 
at any inconvenience or even hardship that might 
be imposed upon us in the performance of our 
duties, but we should accept these things as a 
challenge, and make a high resolve that no matter 
how difficult the problem, we shall master it. 


The story is told of two brothers in the last war, 
in a small detachment caught in a barrage in No 
Man’s Land. A remnant of the group got back, 
and as one of the brothers was about to dive into 
the trench he noticed his brother fall. The com- 
manding officer ordered all men into the trench, 
but this man disobeyed and rushed to the assist- 
ance of his brother. The rest of the detachment 
filed into the trench and peered over the top to 
see what happened. They saw the man pick up 
his brother and shake him a little and then drop 
him and crawl toward them. When he got back 
into the trench, the Commander said, “You know, 
sergeant, you disobeyed orders under fire, and I 
could have you courtmartialed. You know that 
was wrong. Your brother was dead, and you just 
risked another life when every man counts.” The 
sergeant said, “You are right, Lieutenant, abso- 
lutely right, but what you do not know is that 
my brother was not dead when I got there, and 
when I picked him up in my arms, he said, ‘Bub, I 
knew you would come, I just knew you would 
come.” 


Such devotion and utter disregard of personal 
consideration as this soldier displayed must be 
emulated by every one of us. Every man in the 
armed service is confident that you and I are com- 
ing. We must not only do what we are asked, but 
actually search out opportunities for contributing. 
Let us face our task with courage and thorough- 
ness to the day of victory. 
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The Nurse in War 


CAPTAIN PEARL C. FISHER 


Wars, this topic has a very potent sound and 

especially so at this season as we near the day 
we know as Armistice Day. Just twenty-four years 
ago we ended a war to end wars. Man proposes, 
God disposes. The years of peace that followed 
were progressive years for many, including the 
Army nurses. During that time they were ac- 
corded the dignity and benefits of relative rank. 
This was in 1921. In 1926, they were granted the 
security of longevity retirement, and in 1930, re- 
tirement for disability. Additional grades were 
created and promotion made as the service re- 
quired. 


T THOSE of us who have served in two World 


When the trend of events pointed an ominous 
finger to the gathering war clouds the Army Nurse 
Corps began preparation for the threatened con- 
flict. 


When, by the enactment of Public Law by Con- 
gress as approved December 13, 1941, and the ac- 
tive duty of all personnel of the Army of the 
United States who were on active duty on that 
date, was extended for the duration of the war 
plus six months, the grim reality of war became 
a “known quantity.” 


Nurses Vitally Necessary to the War Effort 


And now on this thirteenth day of October 1942 
we find ourselves anxious for the immediate fu- 
ture but in spite of all our shortcomings, all the 
handicaps—confident. Not the least of the factors 
to be considered at this time are the nurses so vi- 
tally necessary for the war effort. It is a strenu- 
ous period of training that prepares a nurse for 
modern warfare. Setting up exercises, hours of 
drill under all climatic conditions, chemical war- 
fare, gas mask drill and classes in theory as it per- 
tains to Army regulations and routine. As we well 
know the women who have so recently proved 
that front line warfare is for them as well as for 
our men know that wherever bombs fall, there we 
find a front line. Were it not for the element of 
time, we could review briefly, the history of “The 
Nurse in War” from the days of the “Lady of the 
Lamp,” down through the Civil War, the Spanish 
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American and the World Wars and find the same 
spirit existing today as was manifested then. You, 
no doubt, are thinking as am I—this is a very dif- 
ferent type of war than the world has ever known. 
The dangers are so much greater. What about this 
front line? Is not each theatre of war a front line? 
The answer to this meditation comes in the affirm- 
ative. Our nurses who were on the scene of ac- 
tion on that infamous day—December 7, and those 
who carried on all through the struggle in the 
Philippine Islands realize, perhaps better than any 
of our American nurses, just what the picture 
really is. We have one here today. She may not 
wish me to tell this but I am going to anyway. 
She wants to return to the front line to continue 
to do her bit where she ean best serve. 


The Increasing Theatres of War 


Let us consider for a moment a few of the ever 
increasing theatres of war. I am not devulging 
military secrets when I mention Australia, Eng- 
lang, Iceland, Newfoundland, Alaska, Africa, and 
islands in the Pacific. Warfare in all of these places 
is discussed many times a day in our papers—over 
the radio. Our nurses dressed in clothing suited 
to the occasion—from the mosquito boots and 
coveralls in the tropics to fur parkas and muk 
luks in the Arctic regions, are there—there to 
serve, never losing sight of the fact that theirs 
is an experience long to be cherished. As one nurse 
has written of Alaska— 


“Alaska’s natural beauty is unbelievable and 
in no place in the world can be found so mag- 
nificently beautiful sunrises and_ sunsets. 
Alaska, with its profusion of wild flowers, 
beginning with the wild rose in early spring, 
followed by the shooting stars, baby iris, wild 
larkspur and now (in August) the whole 
country side vivid with “fire bush,” a flower 
well named for its coloring and appearance. 
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She continues 


“As for our reaction to Alaska—we feel very 
far from our homes since there is a natural 
delay in mail service and we are occasionally 
lonesome for familiar things unobtainable 
here, but we are becoming acclimated rapidly. 
We feel ourselves a well knit group, because, 
in addition to other factors, we are isolated. 
One thing is uppermost in our minds, we are 
in a section well selected for whatever comes. 
We know we are here for a job and we know 
it will be well done! We are glad to do our 
part for Defense on America’s ‘Last Frontier.’ ” 


The Nurses Go With the Troops 


We, in the Army Nurse Corps, have a little 
slogan all our own “where go the United States 
troops, there go the Army Nurses.” In the United 
States at the cantonement hospitals with their 
miles of corridors, to the far flung outposts of the 
world they may be found today with many more 
to follow—all bringing with them the fruits of 
specialized training and a sympathetic understand- 
ing of the great tasks which confront them. These 
women will have a real life story for posterity, 
they are making history—World History. For 
those who cannot avail themselves of an oppor- 
tunity so great, we are indeed sorry—for those 
who can, but will not—to such we appeal. Many 
thousands are needed and every single one adds 
up to the grand total. 


We, .as a free people living in a land blessed 
beyond our ability of appreciation, must pause to 
realize that it is going to take all we have and 
all we are to confront the problems which will 
beset us should the conflicts which are now raging 
on the mighty seas broaden in scope and we find 
ourselves “dreading the night.” 


The Growth of the Army Nurse Corps 


At the beginning of World War I, the Nurse 
Corps expanded from four hundred to nearly 
twenty two thousand in eighteen months—all 
graduate registered nurses. Of this group 10,066 
went abroad to England, France, Italy, and a few 
to Siberia—every one a volunteer. Little has been 


written or told of what these women did and even 
though it were contained in volumes the most pre- 
cious acts would never be told, such as one Amer- 
ican nurse who aided in the support of a German 
family in Coblenz for a number of years after she 
had returned to America. These women who 
served abroad on hospital trains, ships, or wher- 
ever the wounded and sick were brought are rep- 
resented in the present struggle by a goodly num- 
ber and they are all glad and happy to continue 
in the service upon which they entered back in 
1918. They remember with a certain pride how 
the patients were cared for in schools, hotels, bar- 
racks, monastaries, and all sorts of temporary 
buildings. One hospital had formerly been a vet- 
erinary hospital. But nurses, who, first of all are 
women, took over and not only accepted condi- 
tions as being incident to the service but worked 
toward a definite betterment of those conditions. 


The Nurse In War knows that her path may not 
always “lie in pleasant places” but realizing that 
no worth while objective is attained without some 
hardship she goes where she is sent, obeys orders 
as given, and as one of our radio comedians says 
“takes the bitter with the better.” I’m glad to be 
able to tell you there is a better—everything must 
end—even wars such as we are now engaged in 
and for those who have become disabled, retire- 
ment is provided. Those who may remain in ser- 
vice for the stated period, may look forward to 
retirement. 


To each one of us there comes a moment of 
great importance when we must be ready to act. 
When that moment comes to you, may the impulse 
be to lead where others dare to follow. 


Within a flag-draped glass show case in the State 
House at Hartford, Connecticut, is an old weather 
worn stone slab, upon which is engraved a memori- 
al tribute to Israel Putnam, an officer in the Amer- 
ican Revolution. Part of the inscription is no 
longer legible, but the following words stand out 
clearly: “He dared to lead where others dared 
to follow.” 

It may take courage, I do not know, but if that 
is what it takes then “screw it to the sticking place 
and we'll not fail.” 
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Mercy Hospital, Hamilton, Ohio, Celebrates 
its Fiftieth Anniversary 


Celebrating fifty years of hospital service, Mercy 
Hospital, Hamilton, Ohio, set aside the week of 
October 3 to 11 as anniversary week. Special pro- 
grams for each day included Mass for the Sisters 
on October 3 and Mass at St. Stephen’s Church 
for the public on October 11. Open House was held 
on Sunday, Monday and Tuesday. Dinner was 
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served to the medical staff, city and county offi- 
cials, and clergy in the hospital dining room. The 
alumnae began their festivities on Saturday, Octo- 
ber 3 with a Harvest Ball. Several days were de- 
voted to alumnae celebrations including a lunch- 
eon and a Baby Show. An Adult Home completed 
the week’s festivities. 
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The Hospital's Public Relations 


RALPH W. HARBISON 


and the history of mankind is largely the his- 
tory of good and bad human relations; but, 
across the years, we must admit that a goodly 
proportion of human relations has not been good. 


Pim relations is as old as the human race, 


Public relations begins in the home, extends to 
the school, the church, the lodge, the union, the 
nation, the world. That which may be new is the 
recognition of its vital importance today in busi- 
ness, in institutional work, and in democratic 
government. 


In a democracy any enterprise, business, edu- 
cational, social; or religious, can finally survive 
only if it commands public approval. This is cer- 
tainly true of the enterprise in which this assem- 
blage is interested; namely, the hospital, an enter- 
prise which ought to be compounded of very per- 
sonal human relations, unselfish social and medical 
service, under skilled administration. 


Essentials Which a Hospital’s Public Relations 
Program Should Include 


How can a hospital secure, maintain, and in- 
crease its public approval? 


No definition of public relations is complete; 
but to me, a layman, public relations as related 
to hospitals should include the following: 


1 A worthy hospital, doing a real job, and whose 
personnel is entirely devoted to its purpose. 


2 The means of, and ability to tell the hospital 
story to the public, by personnel example, by word 
of mouth, and by the printed page. 


3 An open channel through which can flow criti- 
cisms and suggestions from the public back to the 
hospital. 


4 Finally, a mutual confidence between the hos- 
pital and the public. .« 


“Does the public think of our hospital at all? 
If so, what?” 


Our job as trustees is to see that the public does 
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think of us, and that those thoughts shall be cor- 
rect and favorable. 


Suppose we visualize the hospital as like a great 
modern orchestra which produces the beauty of 
perfect symphonic music, sending it forth by 
sound waves to an immediate audience, and finally 
to the world beyond. 


It is a complex organization consisting of many 
types of musical instrument—stringed, wood wind, 
brass, percussion—with varying tones and over- 
tones—high and low, deep and resonant, clanging, 
smoothly soft—all united in one great harmonious 
effect. 


Important as is the performer whose instrument 
leads, no less so is he who must be an expert on 
an inconspicuous pipe; for his sense of timing and 
rhythm must be just as sure. He must never blow 
his own horn for personal satisfaction, but blows 
it only when it fits properly into the general 
scheme of things. To add a bit to Shakespeare: 
“The team-play’s the thing.” 


We might say the members of the medical staff 
are the first violins; the chief of staff, the concert- 
master: the instruments in which each excels are 
played by nurses and employees. The adminis- 
trator is the conductor, and he or she must be 
good; that is, command confidence, be respected 
and beloved; and, possibly, as a Toscanini, know 
the score so well as to be able to conduct without 
notes. 


The Hospital as a Complex Organism 


I cannot emphasize too strongly how the hospi- 
tal is a complex organism of all types of human 
beings who must work together in various ways 
in this their own little complete world, to heal the 
sick. Every one must have a clear idea of what 
it is all about, a pride in the whole set-up, and 
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in the accomplishment of its purpose, a feeling 
of ownership and spirit of cooperation and service. 
This is not an idle dream. Many hospitals have it, 
as does the Presbyterian Hospital of Pittsburgh, 
which I represent, and which I will use as an 
illustration, because I am supposed to know some- 
thing about it. 


Our twenty-five men and women trustees are 
representative of the community, attend meetings 
of the Board and subcommittees faithfully, know 
how to delegate authority, are unanimous in their 
action, and today a number of them are doing five 
hours daily work at the hospital during the war 
emergency. 


Several hundred women are actively engaged 
in five auxiliary organizations—Hospital Aid So- 
ciety, Social Service Board, Cot Club, Children’s 
Charity and Women’s Work, and Gift Shop. 


Loyalty in the Hospital 


A distinguished medical staff sets the key in 
loyalty, and speak of it as their hospital, and to the 
school of nursing, it is the alma mater which they 
love. 

Once a month the administrator calls together 
the heads and associates of all departments, some 
sixty people, for a round table discussion on pro- 
cedures and problems, criticisms and inter-depart- 
mental relationships. All participate, and always 
some new or original idea evolves, often from the 
more humble employee. Each head then calls his 
or her full department together for a similar con- 
ference. 

Gone, I trust, is the day of the autocratic, hard- 
boiled executive, who years ago in my presence, 
replied to a young enthusiastic subordinate, who 
came to make suggestions for improvement of the 
service: “Damn you, you do as you are told. I’ll 
do the thinking around here.” 


The results are apparent. Employees have ac- 
quired a sense of pride and ownership in the insti- 
tution, and automatically become active partici- 
pants in the public relations program. This is illus- 
trated by a recent occurrence. A business man 
called to see a friend. No one knew him, but 
the hostess on duty smiled a welcome. The ele- 
vator girl apparently received him as guest. A 
porter on the sixth floor dropped his mop, and 
asked if he could be of service, even before the 
floor nurse could approach him to conduct him to 
his friend’s room. The gentleman was so impressed 
by the spirit of these four people as though they 
were receiving him to their own home, that he 
wrote a letter of appreciation, enclosing a cheque 
for $100. 

A few days ago someone said to Ike, our faithful 
garbage carrier for twelve years: “You don’t 
have a very nice job.” With a light in his eye, Ike 
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replied: “I’se not doin’ this fo’ myself, I’se doin’ 
it for the fellah lyin’ sick upstairs.” 


If any staff member, nurse, or employee fails 
to exhibit this spirit, that one is personally coached 
by the administrator; and if conversion fails, the 
way of the sinner is made easy in seeking employ- 
ment elsewhere. One such person could easily 
wreck the entire public relations program. Long 
ago a great truth was stated concretely: 


“But now are they many members, yet one body 
—and whether one member suffer all the members 
suffer with it; or one member be honored, all the 
members rejoice with it.” 


Value of Booklets—Leaflets—Cards 


Helpful in attaining this unity of knowledge 
and cooperation are printed cards, leaflets, book- 
lets—thirty-four in all—for patients, employees, 
visitors, and friends. For patients, we have greet- 
ing, information, and birthday cards, a form for 
suggestions and criticisms, a Hospital Service As- 
sociation leaflet, Gift Shop information with a 
rose on the first dinner tray, and cards of notifica- 
tion to be sent by the chaplain to pastor, priest, or 
rabbi. 

The Procedure Book 


Nurses receive a 280-page procedure book, and 
similar procedure pamphlets are provided for die- 
tetics, storeroom, housekeeping, engineers and 
maintenance, and war emergencies. 


Manual for Employees 


All employees are given a twelve-page Manual 
for Employees covering salaries and rates of pay, 
personnel policy, work schedule and hours, health, 
compensation, holidays, as well as notice of com- 
fortable rooms in which to eat, rest, smoke. Inci- 
dentally, they are also encouraged to bring griev- 
ances or suggestions to the management at any 
time, either directly or by selected representa- 
tion. We recognize the principle that workers, like 
machines, need maintenance—spiritual as well as 
economic maintenance. 


So many requests have come for copies of this 
booklet from hospitals across the country that a 
mailing charge has had to be made. 


The Hospital Publication 


For the women’s organizations, report books are 
issued annually. Friends of the hospital receive 
announcements of Donation Day, Presbyterian 
Hospital Enrollment Sunday, a Biennial Hospital 
Report, as well as the Christmas Letter and the 
Presbyterian Tower. In the event of death, friends 
are encouraged to dispense with flowers, and send 
their cost to a Free Ward Fund. A card of acknowl- 
edgement, signed by the President, goes to the 
donor, and an announcement card to the bereaved 
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family. In the Memorial Room, which is a part 
of the lobby, memorial tablets are placed on the 
walls while a Book of Remembrance lies on the 
table. This contains the name of every subscriber, 
large and small, together with a description of 
every memorial. 


All this would indicate that a fairly good or- 
chestra was rounding into shape. The next prob- 
lem was how to bring its friends, and even those 
who had never heard of it, within the sound of its 
helpful music. 


Director of Public Relations 


A few years ago, the Trustees employed a full- 
time director of public relations. They were for- 
tunate in the selection of an experienced man who 
visualized his work, not as publicity, but as real 
human relations. 


His first task, one of three months, was to make 
friends with the members of this orchestra, and 
to acquaint himself with the part performed by 
each instrument. His second, was to call personally 
on former patients, or friends of patients, who 
were nursing grievances against the hospital. In 
every case misunderstandings were corrected, and 
critics, without perhaps realizing it, became help- 
ful members of an enlarging committee on public 
relations. In this, he was following ancient and 
sage advice: “First be reconciled to thy brother 
and then come and offer thy gift.” 


He then called personally on many ministers, 
Presbyterian Hospital Committees, and other close 
friends, and invited them, more than one hundred, 
to a preview of the orchestra in action. This con- 
sisted of a dinner and inspection tour of the hos- 
pital. Expressions such as: “Amazing,” “Never 
knew before just how a hospital functioned,” “Tre- 
mendously impressed,” were heard; and this group 
became rather like charter members, who are 
given permanent orchestra seats. 


Seizing upon a characteristic, architectural 
beauty of our building, the director next initiated 
the publication of a small, quite personal and en- 
gaging house organ called The Presbyterian Tow- 
er. This was mailed to the members of the orches- 
tra itself, to sitters in the dress circle, and to other 
groups less conspicuous. 


Requests to be put on the mailing list began to 
come in. 


Eliminating Institutional Isolation 


Inter-communicating, wires were then estab- 
lished between the Presbyterian and neighboring 
hospitals and social service agencies. We heard 
good music from them, and tried to contribute 
something helpful. Instead of institutional isola- 
tion, there was developed a most helpful blending 
of economy and effort. 
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The Hospital Orchestra 


Then we were awakened to the startling fact 
that many guarantors of the hospital orchestra, 
from early days to the present, had never heard 
the music they had made possible. Personal calls 
were made to inform them of hospital activities, 
and they were brought to the building, to see the 
players. All their names appeared on selected 
mailing lists. Thus intensive attention was paid 
to forgotten men and women. The idea of service 
to the contributor seemed to become more import- 
ant to the hospital authorities than the contribu- 
tion itself. Yet contributions enormously in- 
creased. 


Liaison between the Hospital and the Press 


A most important task of the director was to 
become the liaison officer for publicity items. be- 
tween the hospital and the press. Results were 
gratifying. More and better material was given 
space by interested city editors who knew they 
would be treated fairly and honestly. Last year, 
in the case of an accident at the hospital, which 
had the possibilities of a sensational story to an 
imaginative cub reporter, the director immediately 
called in the newspaper representatives, and 
frankly told them the whole story. They were 
appreciative of the courtesy and frankness shown 
them, and having full confidence in the director 
who is an experienced newspaper man himself, 
published the facts in good story form, which hurt 
no one—patient, hospital, physician, or public. 


The orchestra’s interested audience had now 
widened from orchestra circle to neighboring insti- 
tutions, guarantors, the press; the leaders sur- 
mized: 

“If our music is acceptable to these, why not to 
the general public? To the rich and the poor, the 
white and the black, the influential and the sub- 
merged, the government official and the private 
citizen? We cannot shirk the responsibility of let- 
ting all hear so that they may learn what we can 
do for them. We shall hear from them also, for 
our own good, about any sour notes we may be 
making.” 

So the musicians said: “We play not for our- 
selves, but for the benefit of everyone. We must 
make better music than ever.” 


The spoken and written word, the telephone, 
the radio—all were used. 


As the hospital trustees, administration, and 
medical staff became conscious objectively of this 
ever-widening audience, they were at first ap- 
palled by the responsibility, then challenged with 
a deep sense of public service. Living unto them- 
selves must forever pass into the limbo of for- 
gotten things. Public Relations was recognized, 
not as something to be installed by a resolution 
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of a Board, but as a process having possibly a 
nebulous beginning, but certainly no end, requir- 
ing constant and increasingly thoughtful care. 


Duties of Public Relations Committee 


The public relations committee is carefully 
chosen, and to them the director is responsible. 


To be quite concrete, this committee concerns 
itself with: 


1 The formulation of a clear statement of the ob- 
jectives, policies and strategies of the year’s 
program. 


2 Consideration of those to whom the story is to 
be told, their interests, present attitudes toward 
the hospital. 


3 The facts and illustrations available for pub- 
licity. 

4 Selection of outlets or media. 

5 A calendar scheduling interpretations. 

6 Estimates of cost. 


7 Assignment of individual committee members 
to specific tasks. 


The Story the Hospitals Have to Tell 


Hospitals have a story to tell more interesting 
and with greater appeal than any industry. Hos- 
pital publicity should be about persons, personal- 
ities, what we do for them, what they do for us. 


A prominent editor* says: “One thing only 
interests all human beings always, and that is 
the human being himself.” 


You recall the old story of Queen Victoria, who 
disliking her Prime Minister exclaimed: “Mr. 
Gladstone speaks to me as if I were a public meet- 
ing; Mr. Disraeli speaks to me as if I were a 
woman.” 


Jesus of Nazareth centered his teaching on per- 
sons, on human relations, and his stories live for- 
ever for they are shot through with human inter- 
est, are simple, vital, and appeal to the heart as 
well as the head. We do well to follow the ex- 
ample laid down in stories like those of the lost 
sheep, the lost coin, the lost son, the good Samari- 
tan. 

May I quote at some length from the program 
of Mr. Charles F. Gilmore, the director of public 
relations of the Presbyterian Hospital of Pitts- 
burgh. This program may have merit, for the 
hospital was awarded first honors in public rela- 
tions by the Hospital Association of Pennsylvania 
at its annual meeting in May of this year. 

x * * 
House Organ 


The best means for interpreting your institution 





*John M. Siddall. 
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to the public and whetting its interest to know 
more about your program is a House Organ of your 
own—distinctively your own. It should be written 
with simplicity, sincerity, and sympathy, not to 
beg and not to brag. 


It may not be as good as some services you 
could purchase, but the chances of its hitting the 
mark of public interest and approval are height- 
ened the more definitely it is produced as your 
own. The publication should be limited in size. 


Items should include mentions of members of 
the Board of Trustees, administrators, nurses, 
alumnae, heads of departments and their activities 
within and outside the hospital, especially if they 
are honored by election or appointment in civic, 
military, professional, or other fields, meetings and 
activities of auxiliaries, of the hospital personnel 
including engineers, scrub-women, cooks, carpen- 
ters, etc, etc., and, where incidents warrant, of 
members of their families. 


Improvements that are needed, or, under way, 
equipment installed or needed, etc., etc., should 
find direct or adroit mention: 


Where a statistical fact tells a story, it should 
be used—such as volume of laundry in pounds, 
water requirements, number of motors, etc., etc. 
Each bit of relevant data affords an opportunity 
to appeal to a special interest. Number of meals 
served, x-ray plates required, etc., capture the 
imagination of the public. 


The mailing list should include: 


Members of the Board of Trustees 

Members of the Staff 

Alumnae of the School of Nursing 

Former Interns 

Former Resident Physicians 

Contributors to Hospital Funds 

Former patients who may become contributors 

Members of all Auxiliaries 

All suppliers, including drug houses 

Neighboring hospital administrators 

Friends of the Hospital 

We are presenting The Tower ten months of 

the year at an average outlay of less than $100 a 
month for printing, postage, and mailing. 


The Public Press 


Any public education, publicity, or public rela- 
tions program must fall short of its mark without 
use of community newspapers. Naturally, it is not 
possible to have what you want to see in the pa- 
pers printed exactly as you wish. Sometimes that 
is fortunate, because newspaper people know how 
to dress up a story so it will be read. 


No matter how good the story, unless it is spot 
news, it has a far better chance of being printed 
if relations between the newspapers and the hos- 
pital are friendly. That condition should exist, and 
can be cultivated. It is necessary for the hospital 
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to take the initial steps, for today newspapers are 
flooded with war news. 


Call on the newspapers in person, see the City 
Editor, the Managing Editor, or the reporter on 
the hospital beat. However, before making the 
call, familiarize yourself with the paper, so that 
you can honestly say you are a reader. Ask if you 
may submit items of interest. Make clear your 
purpose to do the hospital and the newspaper a 
service, as health of individuals stands first in 
every community. What you want is to bring the 
name of your hospital through its services before 
the public by indirect rather than direct mentions, 
so that more people will avail themselves of the 
things the hospital has to offer. The newspaper is 
interested in the common good just as the hospital 
is, and working together will promote the com- 
mon good. 


What to Send 


Personal mentions of nurses, alumnae of the 
school of nursing, interns, resident physicians, 
members of the staff, and personnel. 


1 Enlistments in the Army, the Navy, the Ma- 
rine Corps, or calls to these services. This item 
should include connection of the person mentioned 
with the hospital, his place, how long in this serv- 
ice, etc. 


2 Engagements and marriages of nurses, alum- 
nae, interns, resident physicians, etc., are always 
of interest. 


3 Social events among nurses in and about the 
hospital. Being first to tell and tell well appeals 
to a newspaper, especially if it can be told in the 
future tense. 


4 Graduations, where graduates go, etc. 


5 Hospital cooperation in war service: such as 
Refresher Courses, Red Cross Nurse’s Aide Class- 
es, economies in operation, cooperation with gov- 
ernment in salvage, larger classes in School of 
Nursing, etc. Emergency set-up to meet the need 
for caring for patients in times of emergency, as 
may result from accidents, sabotage, air-raid, or 
other disaster. 


6 Building improvements in the making, in 
progress, contemplated or completed. Improve- 
ments and equipment needed to make possible 
better service. These should come as an announce- 
ment by the president of the Board or the chair- 
man after a meeting. Newspapers will tell of meet- 
ings, print statements, etc., when properly offered. 


7 Meetings of auxiliaries, boards, etc., always 
with names of persons in charge, so presented as 
to indicate some forward step is contemplated and 
not just another meeting with more talk. 


8 Spot news. Assure the newspaper that just as 
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far as humanly possible you will cover them on 
important items. Ask for their edition times, so 
you may know the best time to report. And be 
consistant in telling reporters the truth, even to 
the point of trusting them with confidential in- 
formation. They will not break a confidence. 


Never break faith with a newspaper or try to 
play favorites in giving stories. Treat them right 
—all alike. They like that. 


Find opportunities to express appreciation of 
your treatment by the newspapers. They like it. 
Also it prepares them to accept a complaint now 
and then. 


My suggestion is—many little items, more often. 
People cannot miss them. They don’t want to miss 
them! 


Speakers 


The spoken word is the oldest and perhaps most 
potent means of presenting an idea—it begins with 
the telephone operator and the reception desk. 
In one year our hospital has provided speakers 
for more than fifty gatherings such as civic clubs, 
church gatherings, auxiliary meetings, and other 
groups. We have not offered speakers. People have 
asked for them, indicating that they are becoming 
conscious of their need for more knowledge of 
hospitals, what they do, what they need, and what 
the ideals back of their program of service are. 


General 


Many hotels have the reputation in the United 
States for successfully dealing with the traveling 
public. Our problem is different, more difficult 
perhaps. Courtesy ranks high in hospital tech- 
nique. It must never be second to anything in 
dealing with patients, their families, their friends, 
and the general public. 

& & * 

A school has a good or bad reputation, usually, 
according to the type of leadership of its head 
master. A charitable institution produces good or 
inferior results according to the ability, great or 
small, of its executive. The hospital brings forth 
harvest 100 per cent, 60 per cent, or 30 per cent, 
according to the capacity of the administrator. 
He or she is the center, the focal point, the “Tos- 
canini” of this whole problem. The administrator 
is the public relations of a hospital to a critical 
world. 


Great truth is applicable equally to a hospital 
as to an individual. “For, he who has, to him shall 
be given and richly given, but whosoever has not, 
from him shall be taken even what he has.” 


What I have said may sound like a Utopian 
dream, but I assure you that whatever has been 
accomplished has only come about by “blood and 
sweat and tears.” 
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Medical Service, Army Air Forces 


DAVID N. W. GRANT, BRIGADIER GENERAL, A.U.S. 


administration of the Medical Service of the 

Army Air Forces. I would like to discuss these 
in detail with you, but the confidential nature of 
facts and figures somewhat restricts one at this 
time. 


; T= ARE MANY interesting problems in the 


The Army Air Forces are a group of Air Forces 
and Task Forces, organized to provide the great- 
est striking power possible. Training Centers and 
Commands procure, train, and organize the tact- 
ical forces. These forces are expected to operate 
at many fronts, and to be subdivided for quick 
movements over great distances and retain unity 
for immediate action. Of necessity, an Air Force 
must be self-contained to the greatest extent. 
Many problems exist in developing an Air Force 
unit. Many of the older rules and regulations gov- 
erning the functioning of the Army have had to 
be adjusted to modern air warfare. Adjustments 
are being made to integrate all military arms and 
services for a full war effort. 


The special work of the Air Force Medical Ser- 
vice is to adequately safeguard the complete wel- 
fare of all men engaged in flying and combat oper- 
ations. The Medical Service of the Army Air 
Forces provides the finest medical care and atten- 
tion, including the operation of hospitals, clinics, 
and medical centers. 


Development of the Medical Service of the 
Army Air Forces 


With this brief preamble, a short resume of the 
history of the Medical Service may be of interest 
to you. 


In 1914 the use of aircraft was separated from 
the Signal Corps. At that time there were seven- 
teen planes and nineteen pilots. Medicine had not 
recognized any particular problems in connection 
with aviation. In 1917, with the advent of World 
War I, an effort was made to use aircraft as an 
effective weapon of warfare. With the use of air- 
craft in combat, there occurred a real need for 
medical development. This formidable medical 
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challenge was ably met by our predecessors, who 
laid the foundation and have labored long and 
hard in the interest of Aviation Medicine. 


The first School of Aviation Medicine was es- 
tablished at Camp Mills, Long Island, in 1919. 
This has grown to 60 times its original class enroll- 
ments, and is now located at Randolph Field, 
Texas—“The West Point of the Air.” 


The Laboratory for Aero Medical Research was 
established in 1935 at Wright Field, Dayton, Ohio. 


The Medical Research Section of the School of 
Aviation Medicine was established in 1941. 


Classes for the specialized training of officers 
and enlisted personnel have recently been estab- 
lished in many universities and colleges in order 
to more quickly acquaint medical department per- 
sonnel with the solution of problems that are con- 
stantly arising in Aviation Medicine. This special- 
ized training will indoctrinate thousands of doctors 
for immediate use with the Medical Service of 
the Army Air Forces. 


Industry and Science Mobilized for Air Service 


The infamous attack upon Pearl Harbor brought 
forcibly to the attention of all peoples the many, 
many extensive needs of our armed forces. I shall 
not mention isolationism. It was quickly realized 
that the major destruction was caused by aircraft, 
and that aircraft could play an important part in 
the future engagements. 


Our country, led by the President, called for 
planes and more planes—twenty-five thousand, 
fifty thousand, seventy-five thousand planes each 
year. Industry and science were mobilized for air- 
craft production, aircraft. designs, performance 
and fighting ability. Then came the enrollment 
and training of patriotic individuals who met the 
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mental and physical requirements as pilots, navi- 
gators, gunners and bombardiers. Next were 
ground crews to be trained to service aircraft 
Then we needed non-flying and maintenance per- 
sonnel for administrative duties, and many other 
specialists, such as meterologists, radiomen, en- 
gineers and doctors. 


With the early increase of flying time, a new 
realization of the safety factor occurred. Your son 
became an aviation cadet. You shuddered at every 
report of a plane crash. You, no doubt, were seri- 
ously disturbed as to the risk being taken by the 
aviators, whether cadets or experienced airmen. 


Then, gradually, came another realization. Your 
son, your relative or friend had graduated, had 
become qualified in his chosen field of aviation. 
New air fields were developed overnight, it 
seemed, probably in your immediate community. 
You became accustomed to planes flying overhead. 
You probably were able to identify the different 
makes of planes. You had first-hand, unimpeach- 
able knowledge of the record of the air field in 
your community, of hundreds of thousands of 


take-offs and landings, with the millions of miles 


flown, probably without a single accident. 


Improved plane design, careful instructions, 
safety precautions and the excellent physical and 
mental condition of the air crew aid in preventing 
accidents and create combat effectiveness. 


Medical Department Personnel in Aviation 


The part of Medical Department personnel in 
aviation is no small assignment. The welfare of 
the combat team is the constant objective of the 
Flight Surgeons. Frequent examinations are nec- 
essary. Complete confidence in, and respect for, 
the Flight Surgeon is essential. Doctors assigned 
to Air Forces, live, eat, fly and play with Air Force 
personnel. The least physical and mental deteri- 
oration on the part of the flying personnel must be 
noted and corrected. Physical strain, worry, and 
apprehension must be watched for and eliminated 
by man-to-man taiks, rest periods, change in hab- 
its, balanced diet, or prescribed medicine. 


Hospitalization in Army Air Force Hospitals 


Hospitalization in Army Air Force hospitals is 
given with the full understanding of all doctors, 
nurses, and medical department personnel as to 
the problems of the aviator, as well as to the appli- 
cation of the necessary medical sciences to effect 
cures and a return to duty. 


Requirements as they affect Medical Depart- 
ment personnel assigned to the Army Air Forces 
are a constant expanding challenge. High alti- 
tudes, oxygen administration, barometric pressure 
effects on the blood, nerves, blackout points, the 
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effects of acceleration at over 500 miles per hour 
on the human body, combat nerve strain, ways to 
protect the body from extreme heat and extreme 
cold, as to climate and altitudes, all require con- 
stant medical attention. Research projects are be- 
ing given the whole attention of the best available 
minds we can attract to Air Force Medical Ser- 
vices. 


The advancements in plane designs and per- 
formances are being matched by medical research, 
to the best ability of the research experts, to main- 
tain the safe human endurance factor. 


Development of the Medical Services of the 
Army Air Forces 


The Medical Service of the Army Air Forces is 
in continuous development. The School of Avia- 
tion Medicine and the Aero Medical Research Lab- 
oratory are making signal contributions in testing, 
devising, and proving equipment for the safety, 
effectiveness, and comfort of the aviator. Oxygen 
administration for high-altitude flying is essential 
to life, and proper equipment has been devised for 
individual and collective use by Air Crews, ad- 
justable for use in different conditions in all types 
of aircraft. Flying suits, cold weather equipment, 
desert equipment, life rafts, equipment to aid the 
Air Crews in dive-bombing tactics, and myriad 
essential safeguards for the safety and welfare of 
Air Crews are being devised proved by the re- 
search laboratory. We require every aid that the 
human mind may conceive and make available 
to the Air Forces. 


The School of Aviation Medicine is making a 
signal contribution to the Air Forces through de- 
termination of the effects upon the human body of 
the rigors of great speed and great heights and 
combat conditions in aircraft; also, devising and 
teaching Medical Corps officers assigned to the Air 
Forces how to diagnose and treat these ever-devel- 
oping dangers to the human body and mind. 


Medical officers attending the School of Avia- 
tion Medicine are graduated as Aviation Medical 
Examiners, trained and experienced in clinical 
medicine, who have been given special training 
in the medical aspects of aviation in all its phases. 
After one year in Air Force Service and fifty 
hours’ flying experience, the Aviation Medical Ex- 
aminers are designated as Flight Surgeons. A 
Flight Surgeon must have a keen, intelligent and 
sympathetic insight into the problems, trials, and 
tribulations of each member of his organization. 


The Flight Surgeon 


The first and primary duty of the Flight Sur- 
geon is to have the flying personnel physically 
qualified for the mission, whatever its nature may 
be. 
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The Flight Surgeon must win the confidence of 
flying personnel, take care of illness, participate 
in their flying activities, supervise their hours of 
work, relaxation, and messing, have understand- 
ing that will attract the aviator’s confidential reac- 
tion to his work, so that any necessary remedial 
recommendations may be made. 


Flight Surgeons command the several hundred 
Air Force Station Hospitals. Hospital service is 
rendered to the ill, injured, or wounded, not unlike 
the level of service that hospital administra- 
tors provide in civil life, with understanding, kind- 
ness, and sincere interest in each individual pa- 
tient. 


Members of the Army Nurse Corps assigned to 
the Air Forces are making a great contribution. 
The Army Air Force nurses deserve high praise. 


Present and Future Requirements 


Present and future requirements for the Med- 
ical Department personnel assigned to the Army 
Air Forces are for continued development of pre- 
ventive and remedial devices for the protection 
of flying personnel. Teaching and training of all 
Medical Department personnel in the art and sci- 
ence of aviation, and application of the medical 
and scientific knowledge to improve the efficiency 
of all flying personnel is necessary. 


Doctors are needed. Nurses are needed. More 
hospitals are needed. More trained technicians, 
dietitians, Red Cross workers, dentists, sanitary 
and administrative officers, and trained hospital 
personnel necessary in the operation of the Army 
Air Force hospitals, which range in capacity from 
25 beds to 2000 beds, are needed. 


There is being perfected at this time the neces- 
sary organization and integration into the Army 
Air Forces of a service to be known as Air Evacu- 
ation Groups. This means of rapid evacuation of 
the casualties and sick, from battle fronts to hos- 
pitals in the interior, will mean a greater saving 
of human life. 


Types of Aircraft Used in Air Evacuation Groups 


The different types of aircraft that will be used 
in Air Evacuation Groups will be equipped with 
the basic requirements as to litters, medicines, and 
instruments. Qualified doctors, nurses, and tech- 
nically-trained personnel will be assigned to the 
ships. 

You may well realize the value to the injured 
to be only a few minutes from established hospi- 
tals. You, as doctors, nurses, and hospital execu- 
tives, will realize the advantage of having a chance 
to treat a patient at the earliest time and with the 
proper facilities with which to render treatment. 


It is fitting to make an appeal to the member- 
ship and friends of the American Hospital Asso- 
ciation. It is realized that in your hospitals and 
under your administrative and professional con- 
trol, nurses are trained, young doctors receive 
their internship and residencies, technicians re- 
ceive training, and dietitians and pharmacists are 
given internship. The ability of the hospital to 
train hospital workers, and the contribution being 
made by your graduates at the present time and 
for the future war effort, is more than appreciated. 

I offer thanks for the resources of the American 
and Canadian Hospitals and appreciation for the 
contribution you are making to help suffering 
humanity and help in the war effort. 





National Hospital Day Prize Winners 


American Hospital Association Certificates of Award 


Cities of Less Than 15,000 Population 
Winner: Glenwood Community Hospital, Glen- 
wood, Minnesota, Miss Dina Bremness, superin- 
tendent 
Honorary Mention: Fitkin Memorial Hospital, 
Neptune, New Jersey, Anthony D. Eckert, su- 
perintendent 


Cities 15,000 to 100,000 Population 
Winners (tie): Colorado State Hospital, Pueblo, 
Colorado, Dr. F. H. Zimmerman, superintendent; 
Collis P. and Howard Huntington Memorial 
Hospital, Pasadena, California, Alice G. Hen- 
ninger, superintendent 
Honorable Mention: Massillon City Hospital, Mas- 
sillon, Ohio, E. J. Lincke, superintendent 


Cities over 100,000 Population 
No awards 
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City-Wide Observances 


Winner: Hospital Council of Greater St. Louis, 
Missouri, H. J. Mohler, president 


First Honorable Mention: Hospital Council of 
Tulsa, Oklahoma, Dr. Wade Sisler, president 


Second Honorable Mention: Milwaukee Hospital 
Council, Milwaukee, Wisconsin, Dr. E. T. Thomp- 
son, president 

State-Wide Observances 


Winner: Massachusetts Hospital Association, Dr. 
Charles F. Wilinsky, president 


First Honorable Mention: Texas Hospital Associa- 
tion, Mrs. Margaret Hales Rose, president 

Second Honorable Mention: Minnesota Hospital 
Association, Esther Wolfe, president 

Third Honorable Mention: Missouri Hospital Asso- 
ciation, L. C. Austin, president 


HOSPITALS 








Co: 
pit. 


ate 
of 

mu 
cul 
the 
sel 
ant 
for 
the 


194 
tut 


gre 
as 

tio: 
ant 


tur 
of 

wa 
pol 
the 
he: 
of 

an 
he: 
un 
we 











Emergency Hospital Planning in Wartime 


MARSHALL SHAFFER 


lems with which the Architectural and Plan- 
ning Unit of the Hospital Facilities Section, 
U. S. Public Health Service, has been confronted 
in wartime hospital planning, and with the meth- 
ods and approach used in solving these problems. 


Ti: discussion will confine itself to the prob- 


I believe that a short historical resumé is first 
of all essential, particularly in relation to the 
Community Facilities Bill under which our hos- 
pital planning has been done. 


Since the early 1930’s, Congress has appropri- 
ated funds to aid communities in the construction 
of hospitals. These funds were granted to com- 
munities throughout the country, with only a very 
cursory review by the Government of the plans 
themselves, in the belief that the community it- 
self knew best what hospital services it desired 
and that its architects knew best how to plan 
for these services. I need scarcely point out that 
there was no list of critical materials at that time. 


With the passage of the Lanham Act in June 
1941, the defense public works program was insti- 
tuted. As war did not appear imminent in the 
immediate future, it was believed that the pro- 
gram might be handled in much the same way 
as the old Public Works Administration construc- 
tion program, that is, with only nominal control 
and review of the plans by the Government. 


Type Plans of Health Centers 


In one particular, however, there was a depar- 
ture from the old procedure, namely, in the case 
of a health center. Since we believed that there 
was little precedent, outside of a few large metro- 
politan areas, for planning this type of building, 
the Public Health Service prepared type plans of 
health centers to serve as guides to communities 
of various sizes. These plans were mailed to state 
and county health officers who were contemplating 
health center construction in their jurisdictions 
under the Community’ Facilities Bill. The plans 
were accompanied by the following letter: 


“We are taking the liberty to enclose here- 
with, for you and your architect’s information 
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and guidance, a set of plans and illustrations 
for four types of health centers, prepared by 
this office. We feel that each of these plans 
embody the principal elements necessary to a 
health center of their respective size. It is real- 
ized that public health programs may vary 
considerably and that your particular program 
may require some features not contemplated 
in these plans, or that there may be features 
incorporated which you may not require. They 
are, therefore, merely for information, in case 
you and your architect see fit to use any one 
of them in its entirety or in part. There is, of 
course, no implied obligation to use them in 
any way whatsoever, unless you see fit to do 
so, and in no case are they to supplant the 
complete working drawings and specifications 
which should be prepared by your local archi- 
tect.” 


The designs were surprisingly well received 
by both health officers and architects, many of 
them using the plans with only minor modifica- 
tions as demanded by local needs. Equipment 
lists were also prepared to accompany the plans. 


The general plan of these suggested types con- 
sisted of a central waiting room with direct access 
to the administrative area, the clinic area, and the 
auditorium. The majority of the types were only 
one story in height and were designed so that they 
could be framed in wood. As later developments 
proved, it was well we had taken this approach, 
both with regard to standardization of plan and 
wood-frame constructions. 


Effects of War on the Construction Industry 


With the declaration of war, the whole construc- 
tion industry was immediately and drastically 
affected. Steel had to be eliminated in so far as 
possible in all construction. A ban on motor gen- 
erator sets for elevators followed shortly after. 
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This means, in terms of hospitals, that the multi- 
story, compact, fireproof American hospital which 
had been developed over a period of years was out 
for the duration of the war. 


Plan for Evacuation Hospitals 


About this time, the Office of Civilian Defense 
came to the U. S. Public Health Service and asked 
us to prepare’preliminary plans for so-called evac- 
uation hospitals, to be built in the interior at a 
distance of from 50 to 100 miles from large coastal 
metropolitan areas, for use in case these cities 
received severe bombing. In preparing these pre- 
liminary studies for the Office of Civilian Defense, 
we were fortunate in having the advice and con- 
sultation services of Dr. James M. MacIntosh of 
Scotland, who had had much to do with the plan- 
ning of similar hospitals in the British Isles. As 
many of you know, English practice in hospital 
planning has tended much more toward the ex- 
tended pavilion type than has American practice. 
There was, accordingly, much more precedent in 
England for building large one-story hospitals 
than in this country. We therefore designed evacu- 
ation hospitals for the Office of Civilian Defense 
on the basis. of English experience as well as on 
the basis of our own Army and Navy base hospita 


types. “ 


These plans consisted essentially of standard 
huts or pavilions of uniform dimensions arranged 
internally for nursing, surgery, dietary, and other 
services as required, with the pavilions connected 
by means of a closed or open corridor. This type 
hospital had approximately a 1000-bed capacity. 
These huts were interchangeable and spaced some 
fifty feet apart in order to afford protection against 
fire and bombs, since we did not contemplate the 
use of fireproof materials, except perhaps for the 
exterior walls. I might add that fortunately, so 
far, we have had no need to build these hospitals. 
For the present, the Office of Civilian Defense 
expects to use existing facilities. 


Plans for Community Hospitals 


With the experience of the evacuation hospitals 
behind us, we were in a much better position to 
approach the problem of the hospitals proposed 
for construction under the terms of the Commun- 
ity Facility Act. Applications for these hospitals 
were daily being rejected by the War Production 
Board because the plans called for the use of too 
much critical materials. Practically all the appli- 
cations submitted to us before the declaration 
of war provided for the compact, multistory type 
of structure, requiring steel and elevators. Also, 
we found that there was much waste in the con- 
struction of these hospitals because of so-called 
“architectural treatment” which had little bearing 
on the functional use of the hospital. We found 
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that in many cases the architects and community 
who were responsible for the plans were not al- 
ways clear as to just what services they required 
in their hospital. In some instances bedrooms or 
kitchens were too small and storage space was 
inadequate. Sometimes essential services were for- 
gotten entirely. 


Because of the many specialized problems con- 
fronting the local architects and communities, the 
Federal Works Agency decided it would be ad- 
visable for the U. S. Public Health Service to pre- 
pare one-story pavilion-type hospitals to serve as 
guides, as we had already done with regard to 
health centers. The complexity of the problems 
here was much greater than in the case of health 
centers, not only because of the many additional 
services a hospital requires, but also because of 
the wide variation in bed capacity. It was there- 
fore decided that the only approach which would 
permit flexibility was one based on a unit or hut 
type scheme in which each unit was self con- 
tained, consisting only of those rooms necessary 
to perform its particular function. The units were 
(1) nursing or patients’ bedrooms, (2) surgical, 
(3) obstetrical, maternity, and nursery, (4), ad- 
ministration and outpatient department, (5) diet- 
ary and laundry, (6) power, storage, and lockers. 


Nursing Unit 


The nursing unit was set at 26 beds, normal 
capacity, and consisted of approximately 25 per 
cent single bedrooms, 25 per cent semi-private or 
two-person bedrooms, and 50 per cent four-bed 
wards. Included in this unit was a floor pantry, 
utility room, separate bedpan room, mens’ and 
womens’ toilets, bath, janitor’s closet, linen room, 
nurses’ station, stretcher storage, two isolation 
rooms connecting with a sub-utility room, and a 
separate water-closet for these two rooms. There 
was also a solarium which would hold four beds 
in an emergency. 


Wards 


The four-bed wards were laid out on the basis 
of the Rigs plan, that is, with the bed paralleling 
the exterior wall and windows. A minimum of 80 
square feet of floor area was allotted per bed. The 
private rooms were the same size as the two-bed 
rooms, thus permitting the addition of another bed 
to each private room in an emergency. The over- 
all dimensions of the nursing unit were 36’x132’ 
regardless of the size of the hospital. 


Surgical Unit 


The surgical unit consisted of two major oper- 
ating rooms and a minor operating room, cysto- 
scopic room, plaster room, central sterilizing and 
supply room, doctors’ and nurses’ locker rooms, 
laboratory, and rooms for radiology, basal meta- 
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bolism, and electro-cardiograph. Depending upon 
the size of the hospital, this unit varied in length 
so that it could accommodate additional operating 
rooms and other facilities. The width, however, 
did not vary. The over-all dimensions of this unit 
for a 100-bed hospital was 44’x132’. 


Obstetrical and Maternity Unit 


The obstetrical and maternity unit for a 100-bed 
hospital consisted of delivery room with doctors’ 
lockers and two labor rooms, one of the labor 
rooms being sufficiently large to serve as a deliv- 
ery room in an emergency. In addition there was a 
nursery with provision for isolation, and fourteen 
maternity beds. The over-all dimensions of this 
unit were the same as those of our typical nursing 
wing, that is, 36’x132’. 

The administration and out-patient unit held 
the business office, the superintendent’s office, the 
admitting room, the records, a staff room and 
library, the social service department, and the 
office of the superintendent of nursing. Also in- 
cluded in this unit were an out-patient waiting 
room, examining rooms, an emergency room, and 
a pharmacy. The over-all dimensions of this unit 
were 44’x132’. 


Dietary Unit 
The dietary unit contained the kitchen, food 
storage and refrigeration, and dining rooms. The 
laundry was also placed in this unit. 


Power and Service Unit 


The power and service unit contained the boiler 
room, the employees’ lockers, the morgue, and 
storage space. 

The plotting of these units on the site required 
considerable land which presented no serious 
problems of grading, but since the majority of 
the hospitals were being built in small cities or 
towns, such large level sites were, as a rule, se- 
cured without great difficulty. 


The longer access or central corridor was run 
east and west. The nursing units, spaced some fifty 
feet apart, were located to the south of the central 
corridor. The administration and out-patient unit, 
the surgical unit, and the service units were placed 
to the north of the central corridor. This arrange- 
ment permitted cul-de-sacs for all the major units, 
thus preventing through traffic in each unit. 

By placing all the nursing units on the south 
side of the building, east and west exposure was 
gained, permitting sunlight in all the bedrooms 
during some part of the day. A solarium was 
placed at the end of the nursing wings, facing 
the south. Expansion of the whole hospital could 
be effected simply by extending the central corri- 
dor and adding more units as needed. 

The criticism of this scheme, of course, is the 
amount of land required and the distances which 
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must be covered by the staff in carrying out their 
duties. But it should be remembered that by far 
the greater part of the travel performed by any 
person is within the unit itself. A nurse, for ex- 
ample, travels the same distance within a nursing 
unit whether that unit is in a compact multi-story 
hospital with an elevator or is connected with a 
central corridor in a building of the pavilion type. 


To give further aid to the architects, detailed 
layouts showing all equipment in place were pre- 
pared for the majority of the rooms. Also, a com- 
prehensive area distribution schedule for all rooms 
was prepared for hospitals having from 50 to 200 
beds. This proved to be of great help to architects 
in adjusting the service units to suit hospitals 
of various sizes, and also served as a check list 
for the architect to insure that none of the essen- 
tial services were forgotten. 


The construction and mechanical and heating 
guides were worked out in collaboration with the 
architects and engineers of the Public Buildings 
Administration of the Federal Works Agency. We 
had originally based our plans of both the hospi- 
tals and health centers on a four-foot modular 
framing unit, in which the studs of wood-frame 
construction were spaced four feet apart, thus 
serving also as the window frame. This is a com- 
mon standard which had been established in the 
field of pre-fabrication, and it was thought that 
possibly some of the exterior walls of wood-frame 
hospitals might be pre-fabricated. With the grow- 
ing shortage of wood, however, it now appears 
that clay products, brick, tile, cinder blocks, will 
be used for exterior walls, in the majority of cases. 
Such materials have the added advantages of be- 
ing fireproof. Due to ease of access to plumbing 
and heating pipes, it was decided to use wood floor 
joists. This permitted less grading and fill than 
would be required if concrete slabs were used. 
It was questionable whether concrete slabs could 
be used on fill without reinforcing steel mesh. The 
roof and ceiling joists were also wood, as well as 
the interior partitions. Gypsum lath was used for 
fire protection on all interior studs and ceiling 
joists. 

Each of these steps which I have enumerated 
were taken only after first checking with leading 
hospital architects, engineers, hospital consultants, 
and administrators, many of whom gave valuable 
aid and suggestions. 


I believe that on the whole, when communities 
were fully informed of the necessity of limiting 
the use of steel to instruments of war, and when 
they fully understood that it was only through 
such restrictions that the war could be success- 
fully prosecuted, they accepted the pavilion or hut 
type hospital as a logical answer to their present 
problems. 
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Annual American Hospital Association 


Thursday, October 15, 1942, 
Governor Paul V. McNutt addressed 
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Banquet— War 














Our President-Elect 





FRANK J. WALTER 


Frank J. Walter, superintendent of St. Luke’s Hospital, Denver, Colorado 
is one of the best known hospital administrators in the Middle West. By 
training, experience, and temperament he is eminently qualified for the 
office to which he has been elected. 


He was educated at the University of Colorado and selected hospital 
administration as a career. He was business manager of the College of 
Medicine and the Hospitals of the University of Colorado from 1924 to 
1929, and from 1929 to date he has been the superintendent of St. Luke’s. 


He is a charter fellow of the American College of Hospital Adminis- 
trators; has served as president of the Colorado State and Mid-West hos- 
pital associations. At the time of his election he was, and by virtue of his 
office still is, a member of the Board of Trustees of the American Hospital 
Association. ; 














HOSPITALS No 








Editenial Eouncil 


BERT W. CALDWELL, M.D. 
Editon 


G. HARVEY AGNEW, M.D. 


Secretary, Department of Hospital Service 
Canadian Medical Association 


Toronto, Ontario, Canada 


W. L. BABCOCK, M.D. 


Treasurer, Grace Hospital 


Detroit, Michigan 


ASA S. BACON 


Superintendent Emeritus, Presbyterian Hospital 


Chicago, Illinois 


E. M. BLUESTONE, M.D. 


Director, Montefiore Hospital 
New York, New York 


NATHANIEL W. FAXON, M.D. 


Director, Massachusetts General Hospital 


Boston, Massachusetts 


S. R. D. HEWITT, M.B. 


Superintendent, St. John General Hospital 


St. John, New Brunswick, Canada 


ROBERT JOLLY 


Superintendent, Memorial Hospital 


Houston, Texas 


MALCOLM T. MacEACHERN, M.D. 


Associate Director 
American College of Surgeons 


Chicago, Illinois 


CHRISTOPHER G. PARNALL, M.D. 


Medical Director, Rochester General Hospital 


Rochester, New York 


JOHN E. RANSOM 


Lusby, Maryland 


WINFORD H. SMITH, M.D. 


Director, Johns Hopkins Hospital 
Baltimore, Maryland 


FREDERIC A. WASHBURN, M.D. 
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We Mourn Our Doss 


Sigismund Schultz Goldwater, M.B. was born on February 7, 1873. 
During his pilgrimage of three score and ten years, he was our guide, phil- 
osopher and friend, stimulating hospital progress in a manner that was un- 
known before his time. When we spoke of the modern hospital we were con- 
scious of his genius, for no other man has left so many unforgettable memorials 
in the wards and corridors of our institutions for the sick. Though he is no 
longer with us, the name that we have conjured with for almost forty years 
will continue to live as long as hospital scholarship remains to influence our 
professional lives. 


Galdmater was a born public health executive, a gifted leader, a fluent speak- 
er and a facile writer. He administered the affairs of an important hospital bril- 
liantly for a quarter of a century. He was commissioner for a vast public health 
and a vast municipal hospital organization, on successive occasions, with last- 
ing benefit to his native city. He was the pioneer worker, always in the van- 
guard, exhorting us with his convincing tongue and pen to follow him. He 
taught us new, original and better ways of caring for our sick. His versatility 
was equaled only by his penetrating wisdom and many stood in awe at the 
sheer power of his intellect. How many that listened to him will ever forget the 
spell that he cast over them with his presentations, for they combined, in rare 
quality, the logic and the sentiment which are the prerequisites of hospital prog- 
ress. Intellectually honest in the highest degree, devoted to the cause of the sick 
and the poor, he stood high in communal service. His gifts to his readers and 
to his audiences were given freely and without condescension. Men came away 
from his presence enriched and refreshed. The crumbs from his table were pre- 
cious. 


Guldwater’s touch was golden wherever his energies were brought to bear on 
problems affecting our hospitals. He led us through dark periods of hospital 
history, during war and economic depression, and closed his long years of use- 
fulness in this journal by an impassioned appeal for the voluntary hospital and 
the idea of medical charity for which it stands. The Blue Cross plans which are 
sweeping our country with their life-saving gifts to hospitals as well as to pa- 
tients, have special cause to stand in reverence at his bier. The respect which our 
profession now enjoys in the community is directly traceable to his influence 
and we remain, therefore, eternally in his debt. 


Goldwater was the senior ex-president of the American Hospital Association 
at the time of his death, and he was also president of the American Conference 
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on Hospital Service in his time. The second half of his life was spent in the field 
of the expert and he proved to be a hospital consultant in the best sense of the 
word. 


Guldwater’s final illness, which would have disintegrated a lesser soul, found 
him as defiant of the angel of death as he had always been in the days when he 
could help the less fortunate with a lavish hand. He remained cheerful and cre- 
ative to the end, toying with the light verse which had sustained him in previ- 
ous dark hours as he regaled his intimates with many choice bits of recent vint- 
age. g 


Gulimater’s life was colorful, and the colors were particularly impressive as 
sunset closed in on him. Many who had stood by, with deep appreciation for 
his friendship in the past, prayed for the power of divine intercession-which en- 
abled Joshua to command the sun to stand still at Gibeon till the battle could be 
won. He was too precious to lose during these dark days in our nation’s history. 


Guldwater now takes his honored place in our Hall of Fame. As we close the 
book, having read the final chapter, we are filled with regret for the end of the 
sheer enjoyment of reading it. As if it were a volume from the classics, which 
had just been closed and laid away, we wish that we could have it all over 
































again to read. 


ing to us all. 





ii, Retiring P. antdlent 


There has never been a year in hospital history 
during which so many vital problems were pre- 
sented for solution. The Association was fortunate 
in having an able, conscientious leader in Dr. Basil 
C. MacLean. He not only guided the affairs of the 
Association with care and skill, but his contribu- 
tion to the entire field of hospital operation was 
a large one. 


On matters of Association policy he was sound 
and constructive. He was not always in agreement 
with other leaders on important issues but he was 
honest in his convictions and presented his views 
with courage and in good conscience. To such 
leadership both the Association and the hospital 
field must feel indebted and more particularly in 
the difficult times of the past year. He left the 
Presidency with an increased and united member- 
ship in a sound financial position and with the 
foundations of a progressive program well laid, 
upon which both the Association and our hospitals 
can build solidly for their future security and 
permanence. 


It requires courage to live in these exacting 
days, and a greater courage to look into what time 
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Galdmater labored long and ardently among us and has now passed to his 
eternal rest. May the memory of his noble philanthropy be a comfort and a bless- 








E. M. B. 


may bring and to guide and counsel wisely the 
large field of hospital effort, where altruism and 
not selfishness directs our purpose. 


He leaves the Presidency with an appreciation 
of work well done, conscious of many worth while 
achievements, and tired as he many times must 
have been, with a feeling of relief from the many 
arduous duties and insistent demands that are 
imposed upon that office. 

That his life may always fall among pleasant 
ways, is the sincere desire of those who have been 
associated with him in his work and of the entire 
Association membership. 





‘is Hospital iii 
Whar Conference of Hospitals 
SE obeuths 1942 


The most inspiring convention in the history 
of the American Hospital Association was held in 
St. Louis last month. With the earnestness and the 
determination that are necessary to win the war 
on the health and all the other fronts, the speak- 
ers brought timely, helpful messages, and the list- 
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eners gave them absorbed attention. It was a big 
meeting, showing the eagerness of the great ma- 
jority of hospital personnel for help with their 
difficult war problems, and it was a most enthus- 
iastic meeting, evidencing the feeling that those 
attending were receiving what they had hoped 
to get. Now that it is over, it is notable that every- 
one who was there is still aglow with satisfaction 
over the stimulus received from the meeting. 
Lasting benefits to our hospitals came from the 
War Conference in St. Louis. It has helped all 
to attack their problems with the increasing fight- 
ing spirit that the times demand. 


This is a noteworthy result because the whole 
tenor of the meeting was to emphasize the fact 
that the problems will multiply, that the troubles 
of hospitals have only begun. There was not the 
least attempt upon the part of any speaker to 
soothe his audience into feeling that things are 
not so bad after all if they are rightly managed. 
Instead, the cold facts were faced that conditions 
are critical, that they will become worse, and that 
there is nothing to be done about it except to 
make the best of conditions to the utmost ability 
of each person to whom is entrusted any share 
in the care of the sick and injured. The import- 
ance of that responsibility to the successful con- 
duct of the war on both the home and fighting 
fronts was stressed in such a way that each one 
present was fired with a new consciousness of his 
vital part in the war effort. 


Carrying back that spirit to the personnel in 
their hospitals, those who attended the Convention 
can spread it widely to great effect in solving the 
exceedingly difficult problems of labor shortage. 
Morale is a highly important factor in winning 
the war, and the St. Louis Convention was indeed 
a morale-building event. To many who were 
baffled and perplexed, it offered opportunity for 
the release that comes from discussing difficulties 
with those who understand them. Not that solu- 
tions could be offered, but the knowledge that 
problems are shared usually helps to make them 
seem less discouraging. Sometimes a way out of 
a perplexing circumstance appears when thought 
is stimulated by describing a difficult situation to 
an attentive listener. Opportunities for looking 
at our problems objectively occur when it is pos- 
sible to get away for a little while from the scene 
of our difficulties. 
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All of the sessions were consistently well at- 
tended. A hospital administrator who has no prob- 
lem of finance or material shortages today knows 
that he may have it tomorrow. Short-cut methods, 
efficiency, were never so eagerly sought. The many 
panel discussions and round table conferences 
aroused great interest, and there was an informal 
atmosphere that was conducive to more than usual 
participation from the floor. The closing session 
on Friday morning was the traditional MacEach- 
ern-Jolly round table conference. This year it was 
devoted exclusively to wartime problems. More 
than five hundred persons attended, which was 
considered a high mark of interest considering the 
conditions under which the meeting was held— 
the closing session of the fifth day of meetings, 
when everyone was anxious to get home. The 
veteran leaders were greatly impressed by the 
keen and lively interest. 


The physical arrangements for the convention 
contributed greatly to its success. The auditorium 
which housed the huge technical and educational 
exhibits was excellently adapted to the purpose 
and also provided spacious and comfortable meet- 
ing halls for the day sessions. A most efficient com- 
mittee on local arrangements under the chairman- 
ship of Henry J. Mohler, president of the Missouri 
Pacific Hospital, St. Louis, had excellent control 
of affairs at all times and everyone was taken care 
of in a highly satisfactory fashion. The warm hos- 
pitality of the St. Louis people will always be re- 
membered by those who were so fortunate as to 
attend the 1942 Convention. 


Among the good fortunes enjoyed were oppor- 
tunities to meet and to hear the views of many 
outstanding authorities from Washington, who 
came to discuss problems of vital interest to all 
hospital people. The Honorable Paul V. McNutt, 
Administrator, Federal Security Agency, spoke 
forcefully at the banquet on manpower problems, 
and at the same time spoke sympathetically as far 
as hospitals were concerned. At the “Hospitals at 
War” session, we were honoréd to have as speak- 
ers Professor William Mowll Frazer, O.B.E., Liver- 
pool, Medical Officer of Health of that city and 
port. Other speakers who brought important mes- 
sages at that session were David N. W. Grant, 
Brigadier-General, A.U.S., Air Surgeon; Colonel 
George Baehr, Chief Medical Officer, Office of Ci- 
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vilian Defense; Dr. Victor H. Vogel, Administra- 
tive Director, Blood Plasma Section, Office of Ci- 
vilian Defense; Florence MacDonald of Lovell, 
Massachusetts, Captain, Army Nurse Corps, Fort 
Devens, who told of nursing the sick and wounded 
on Bataan and Corregidor; and Dr. Fred G. Carter 
of Cleveland, Superintendent of St. Luke’s Hospi- 
tal. At a panel discussion on war problems of 
hospitals, three Washington speakers were lead- 
ers: Colonel C. F. Shook, Colonel James A. Crab- 
tree, and Everett W. Jones. 


The past year of activity and the recent Con- 
vention have been outstanding testimonials to the 
fine leadership of Dr. Basil C. MacLean, President 
of the Association, and of all other officers, trus- 
tees, committees, and the executive staff. It has 
been a trying year, and a still more portentous 
one looms, which all members of the Association 
can face with confidence, fully aware as they are 
of the wisdom and energy and vision of the new 
President who was inaugurated in St. Louis, James 
A. Hamilton—a dynamic leader for years in the 
hospital field. Under his leadership the hospitals 
of America will meet the challenge of maintain- 
ing the best care of the sick and injured despite 
the restrictions and difficulties incident to the war. 
The St. Louis Convention was a rainbow of prom- 
ise for vigorous, determined, united work by hos- 
pital personnel during the coming year that will 


be a substantial contribution to victory. 
M. T. M. 
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The Surgeon General of the Army, under date 
of October 1, addressed a letter to the directors 
and superintendents of all hospitals on the sub- 
ject of “Coordination of Internships with the 
Accelerated Medical Program. 


The Surgeon General thinks it advisable “to is- 
sue general suggestions and recommendations 
pertinent to a closer cooperation between hospitals 
approved for internship and the medical colleges” 
under the accelerated program. 


The pertinent points emphasized in the recom- 
mendations are as follows: 


1 That the hospitals establish a schedule of 
internships beginning on or about April 1. 
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2 That there are excessive position vacancies 
over the supply of available interns. 


3 That the War Department does not want to 
shorten the period of internship to less than 
the twelve months required. 


4 That all interns be trained in the rotating 
type of internship. 


5 That house officer positions after internship 
be filled by those physically unfit for mili- 
tary duty or too old for troop duty. 


6 That senior medical students or interns will 
not be appointed as officers of the Army of 
the United States until sixty days of their 
proposed active duty day. 


7 That the War Department does not feel that 
eighteen months, originally indicated, is 
necessary for the completion of a twelve 
months internship, and this time will there- 
fore be no longer allowed. 


These recommendations will necessitate a rear- 
rangement of interns’ services in many of our hos- 
pitals and it will be accompanied with some diffi- 
culty. It is possible that some modifications may 
be approved that will be of some help to the hos- 
pitals in making the indicated readjustment. On 
the whole the recommendations are not impossi- 
ble of accomplishment, and the cooperation of the 
hospitals in carrying out the wishes of the War 
Department is assured. 
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W, Shall Vot Sash 


The most important accomplishment of the War 
Conference of Hospitals in St. Louis was the action 
of the House of Delegates upon the “Bishop Res- 
olution” presented by Dr. R. H. Bishop, Jr., of the 
University Hospitals of Cleveland. When the his- 
tory of voluntary hospitals is written, the action 
of the Conference will be recorded as an all-im- 
portant milestone in the development of the vol- 
untray hospitals and their financing through non- 
profit Blue Cross Plans. 


At the 1942 Winter Conference of Blue Cross 
Plans, a “six-point program” was adopted, calling 
for the extension of voluntary nonprofit hospital 
and medical plans, the encouragement of local 
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governments in meeting the cost of care of the in- 
digent sick, the encouragement of the Federal 
Government in meeting the cost of hospital care 
of Federal public assistance groups, and the grant- 
ing of Federal funds for the improvement and ex- 
pansion of hospital facilities in defense areas and 
other communities where economic conditions re- 
quire such assistance, and further recommend to 
the United States Congress that in view of the 
rapid growth of the voluntary hospital service 
plans, they defer consideration of the inclusion of 
hospitalization payments in the Social Security 
program. 


The recommendations of the Hospital Service 
Plan Commission were approved by the Coordin- 
ating Committee and the Board of Trustees of the 
American Hospital Association, and referred-to the 
House of Delegates of the Association for final 
consideration. Doctor Bishop made an eloquent 
plea that the “six-point program” be adopted, and 
that the House of Delegates support a resolution 
which he presented requesting the Board of Trus- 
tees of the Association to instruct its Approval 
Committee on Blue Cross Plans to take certain 
actions to strengthen and extend the benefits of 
these plans to all of our people, and “to urge all 
hospitals and Blue Cross Plans to unite whole- 
heartedly in demonstrating to the people the 
unique merits of Blue Cross Plans.” 


Doctor Bishop in pleading before the House of 
Delegates for approval of the resolution which 
was unanimously adopted later, urged the militant 
support of the voluntary hospitals and voluntary 
plans by the American Hospital Association, he 
stated— 
“The hospitals of this country in cooperation 
with the Hospital Service Plan Commission 
will have betrayed the loyalty and the con- 
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fidence of the American people if they fail 
through an all-out effort to give our people an 
opportunity to make their choice as between 
a voluntary or a government controlled, com- 
pulsory hospitalization plan. 


“This program (as outlined in the “Bishop 
Resolution”) is developed in full recognition 
of the splendid progress that has been made 
in a relatively short time in providing a volun- 
tary system of group hospitalization, a great 
contribution by hospitals of this country. 


“This program has been developed in the 
belief that hospitals and plans in the light of 
their record owe it to the American people to 
provide an opportunity for an intelligent de- 
cision as to whether they want a voluntary 
system or a government controlled system, 
and that decision can only be made intelli- 
gently as the public has full and complete 
opportunity to accept or reject a voluntary 
plan. 


“This program presents a challenge which 
hospitals, plans and the public cannot afford 
to reject, but you have in addition to the re- 
sponsibilities that have been indicated—a 
grave, sacred responsibility that you must be 
ever conscious of, and that is the responsibil- 
ity, in due course of time, of intelligent, cour- 
ageous appraisal of the progress that is being 
made to provide at all times more and better 
hospital service to all of our people, and if the 
voluntary system of group hospitalization 
fails, then you must have the courage to sup- 
port some other program. 


“T think you share my belief—we shall not 
fail.” 
J. R. M. 
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Nursing Education 


EDNA S. NEWMAN, R.N. 


centers offering various types of professional 

education including that of nursing. Upon the 
administrators of hospitals falls the task of recon- 
ciling the conflicts between the responsibilities of 
providing nursing service and conducting a nurs- 
ing school, conflicts which assume greater propor- 
tions in these times complicated as they are by the 
rising costs of nursing education induced by higher 
standards, graduate staffs depleted to the vanish- 
ing point, and diminishing incomes for the hos- 
pital. 


T= field of hospital administration lies within 


The broad scope of the subject compels me to 
delimit it and to select some phase of nursing edu- 
cation for analysis. I hope to present something 
of the present status of nursing education and the 
influences shaping it and to add to your under- 
standing of the serious problems we are facing 
today, and the methods proposed for their solution. 


Social and Economic Changes of the Past Decades 
are Reflected in Nursing Education 


When we view in retrospect the advances made 
in nursing and in nursing education as demon- 
strated in the better schools—those which set the 
pace for the country at large—we are impressed 
by the fact that these changes are reflected in 
nursing, because, unavoidably, it is a vital part 
of the world’s life and movement. 


As the level of general education in the country 
has steadily risen, the educational preparation of 
candidates admitted to schools of nursing and the 
admission requirements of the schools themselves 
have similarly improved. 


In the past hundred years a great amount of 
effort has been directed toward improving and 
controlling man’s social as well as his physical en- 
vironment. In its own special field of social better- 
ment, that of teaching and promoting health and 
preventing disease, nursing has acquired greater 
knowledge and assumed increasing responsibility 
and expanding activities. 


_— 


_ Presented at the Tenth Annual Institute for Hospital Admin- 
met conducted by the American Hospital Association, Chicago, 
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Nursing was prominent in the “Woman’s Move- 
ment” of the last century as one of the early fields 
of professional endeavor for women, and one in 
which they found opportunity for self-expression. 
As the profession has grown in strength and num- 
bers, its leaders have become more articulate in 
defining the philosophy and objectives of nursing 
education until these have attained the clarity 
of outline and expression to be found in the “Cur- 
riculum Guide for Schools of Nursing” produced 
by the National League of Nursing Education. 


The few examples cited should serve to illus- 
trate how social movements have in the past in- 
fluenced trends in nursing education. 


Significant Current Trends Show Possible 
Future Developments 


The advancement in general education referred 
to previously and its consequent effects in nursing 
education have been part of a continuous process. 
Nursing education is recognized as professional 
in character and level. A sound pre-professional 
preparation obtained by two or more years of gen- 
eral education lays the foundation upon which it 
is possible to build this special technical education 
and should assure also that women of greater 
maturity and emotional stability will enter the 
profession. There are signs that in their quest for 
higher education the young women of the country 
are now seeking admission in increasing numbers 
to schools of nursing with entrance requirements 
beyond graduation from high school and are inter- 
ested especially in the combined academic and 
professional courses which award an academic de- 
gree as well as a diploma in nursing. To teach 
these better prepared students, faculty members 
with superior qualifications must be secured and 
to meet this growing demand for advanced pro- 
fessional preparation, many colleges and univer- 
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sities are offering special courses in advanced 
nursing education. 


For many years controversial issues related to 
organization, administration, and economics in 
nursing education have called for some scientific 
basis for their settlement. Recently, a number of 
cost studies have been conducted and their results 
published. These and the publication of “Admin- 
istrative Cost Analysis for Nursing Service and 
Nursing Education” offer aid to hospitals and 
schools who desire a sound method of procedure 
when making their own cost studies. The National 
League’s Committee on Administration has pub- 
lished “Fundamentals of Administration for 
Schools of Nursing”, a functional analysis of ad- 
ministration, which contains a scholarly and clear- 
ly expressed formulation of guiding principles. 
These have been preceded by other significant 
studies and reports, recently revised or in the 
process of revision, many of which give practical 
and valuable suggestions to those engaged in ad- 
ministering nursing service and schools of nursing. 
The Committee on Records of the National League 
of Nursing Education has produced a series of 
forms and records which surpass anything previ- 
ously available. Thus a body of accumulating pro- 
fessional literature and advancing technical 
knowledge is establishing and justifying our 
claims to professional status. 


Modern nursing has shown a steady progress 
toward the assumption of wider social responsi- 
bilities and expanding activities to meet the de- 
mands of a democratic and dynamic society. All 
indications are that there will be no deceleration 
of this pace and, therefore, it is particularly for- 
tunate that in the “Curriculum Guide for Schools 
of Nursing” there was so clearly expressed in 1937 
flexible and worthy aims and principles to meet 
developing needs for years to come. 


Accreditation, one of the most recent and im- 
portant of the activities of the National League of 
Nursing Education, has been inaugurated. It is 
recognized as a valuable standard setting proce- 
dure. Unification of accrediting agencies, standard- 
ization of accrediting procedures, and participa- 
tion in policy forming by the organizations most 
vitally concerned; namely, the American Hospital 
Association, the three national nursing organiza- 
tions, the American College of Surgeons, the 
American Medical Association, and the Associa- 


tion of Collegiate Schools of Nursing, should con- , 


tribute toward the continued progress of the pro- 
gram. 


In Times of Crisis Habitual Patterns of Thought 
and Behavior Not Adequate to Meet New Situations 


Older philosophies and systems of education are 
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particularly subject to criticism and re-appraisal 
and nursing education is today under pressure to 
trim its sails to the storms of the times, to redefine 
essentials, eliminate non-essentials, to shorten its 
course of training. To the proposal that the stand- 
ard three year course be shortened or condensed 
as has been done, presumably, in medical or other 
types of education, we would reply that generally 
these latter are already on a professional level and 
are based on two to four years of previous general 
education. Contrast that with nursing, which at- 
tempts in three short years to give to young wom- 
en, often just out of high school, the elements of 
a liberal education and at the same time tries to 
teach them the skills and knowledge essential to a 
complex and highly specialized form of profes- 
sional education. There are proposals to omit cer- 
tain so-called “specialties” namely, pediatrics, ob- 
stetrics, psychiatric nursing. What assurance is 
there, however, that there will be time, oppor- 
tunity, and inclination for the many nurses who 
will be needed in the critical post-war period to 
supplement these deficiencies in their basic educa- 
tion by postgraduate study? If that time should 
come when it becomes imperative for nurses to 
complete their courses in a shorter period than in 
normal times and enabling legislation is passed 
in many states the consequences to hospitals, de- 
pending now, more and more upon student nurses 
for nursing service, must be taken into account. 
Multiply the number of hours of service contri- 
buted by a student in the latter part of her third 
year by the number of students in the senior class 
and the result will be the total annual reduction 
in hours of highly skilled nursing care. 


To the many suggestions coming from well in- 
tentioned but, occasionally, not too well informed 
sources, nurse educators have given due considera- 
tion. They have brought forward many sugges- 
tions of their own. It is to the leadership and 
inspiration of members of the National Council 
for War Service and the Subcommittee on Nursing 
of the Health and Medical Committee of the De- 
fense Health and Welfare Service that we owe 
two substantial allotments of Federal funds to 
pay for three types of nursing education. 


Nursing in the Program for National Defense 


There is general acceptance of the statement 
that “Nursing Schools like all other educational 
and health institutions should assist and promote 
in every possible way the general program for 
national defense.” Recently a subcommittee on 
Educational Policies and Resources of the National 
Nursing Council for War Service, which had Isabel 
M. Stewart as chairman, drew up a series of state- 
ments which indicate clearly their awareness of 
responsibilities to be faced and dangers to be 
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avoided. They consist or concrete statements of 
“principles and policies that would help to guide 
nursing schools in this time of national emer- 
gency.” It was generally agreed that there should 
be a definite increase in student enrollment, pro- 
vided that only schools with adequate educational 
facilities and acceptable standards are encouraged 
to enlarge their schools. While the resources of 
colleges and universities should be used to build 
up strong nursing education centers, there are 
examples of such institutions that are without 
standing in accrediting agencies which have little 
to offer nursing schools, and also of colleges ‘“mak- 
ing plans to develop nursing programs with little 
or no consideration of clinical facilities needed or 
the employment of a properly qualified profes- 
sional faculty.” 


The urgent need to get more nurses ready to 
assume responsibility as soon as possible makes it 
important to secure nurses who are more mature 
intellectually and emotionally, and who can be 
prepared more rapidly to assume positions of 
leadership and responsibility. In response to the 
demand for 55,000 new student nurses for the cur- 
rent school year, (crediting 4000 students to the 
current summer session, the quota for this fall 
was set at 41,000, an increase of 20 per cent over 
last fall, and at 10,000 for next spring) the Na- 
tional Nursing Council for War Service has estab- 
lished a very active Subcommittee on Recruit- 
ment. Thousands of inquiries from potential 
students have been received in recent months as 
a result of nation-wide publicity. These inquirers, 
if they seem to have the necessary qualifications, 
have been directed by the Subcommittee into 
schools whose graduates are eligible for the Red 
Cross Reserve. 


A number of plans have been outlined for the 
use and expansion of existing facilities for the 
basic preparation of nurses and for cooperative 
plans of organization. Interest in tapping all possi- 
ble sources of financial aid and in making scholar- 
ships and loans available to selected candidates 
has received renewed stimulation from the Fed- 
eral appropriation in July of $350,000,000 for 
“Training for Nurses for National Defense.” Eligi- 
ble schools may apply for these funds to be used 
for scholarship tuitions and for other entrance fees 
for students in financial need. “It is hoped that no 
qualified applicant in this country will be kept 
out of a school of nursing because of financial 
aid.”* These schools are being urged to enlarge 
their classes to the limit of their teaching and 
clinical resources. 


*“Nursing Schools and National Defense,” A. J. N., Feb. 1942. 
“Nursing Schools and National Defense,” A. J. N., Feb. 1942. 


“Appropriation for Nurse Training Approved by Congress,” 
HOSPITA S, July 1942. 
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While future developments cannot be predicted 
with any degree of certainty, there seems to be 
some indication that: 


1 Changes in social structure may demand 
new philosophies, objectives and methods 
in nursing education, requiring adjustments 
in content and administration. 


2 The present emergency creates needs for 
maintaining and safeguarding standards but 
presents opportunities for attaining stand- 
ards long considered desirable. The greatest 
problem to be faced is how to modify them 
without dilution or sacrifice. 


3 During the coming economic, social and po- 
litical readjustments, the nursing profession 
must be prepared to meet greater demands 
upon it by society. Superior types of nurses, 
leaders, and specialists will be needed to 
adjust to new and difficult conditions. 


4 The recognition that nurses are essential to 
national defense, social welfare and safety 
may lead to expansion of financial assistance 
given by governmental agencies to nursing 
education. 


A list of books and reports on nursing service 
and nursing education, of value to persons in the 
field of hospital administration is herewith sub- 
mitted. These should contribute to “an apprecia- 
tion of standards and methods” in fields of educa- 
tion for the professional groups, including nurses, 
because “much of the activity of the hospital is in 
the nature of education and research.” 
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Potter Memorial Building For Children 
Rhode Island Hospital 


DENNETT L. RICHARDSON, M.D.; LEWIS B. ABBOTT 


children since 1882 when a children’s ward 

was first opened. These patients were cared 
for in the main hospital buildings until 1910 when 
the infants were transferred to a building erected 
in 1890 with funds provided by the City of Provi- 
dence for the care of contagious diseases. At the 
beginning of 1910 the Providence City Hospital, 
now known as the Charles V. Chapin Hospital, 
was erected by the City for the care of communi- 
cable diseases so that the so-called Contagious 
Disease Building on the Rhode Island Hospital 
grounds became available for the care of infants. 
Older children were cared for in one of the wards 
of the main hospital until 1939 when the chil- 
dren’s ward was transformed into a private sec- 
tion. At that time the older children also were 
transferred to the building then occupied by the 
infants. This old building was quite inadequate 
for both infants and children. 


Te Rhode Island Hospital has been caring for 


Many years ago the Trustees of Rhode Island 
Hospital became. interested in providing a separ- 
ate building for the care of children. Mrs. Isaac 
M. Potter, whose husband had been a manufac- 
turing jeweler in Providence, at her death in 1923 
bequeathed the Rhode Island Hospital the sum of 
$554,757 for the erection of a building for the care 
of children. This gift was in memory of their 
daughter, Gladys E. Potter, who died of diphtheria 
in 1891. The will stipulated that this memorial 
should be erected within a period of 20 years and 
that not less than $200,000 should be expended for 
the construction and the balance of available funds 
to be used for maintenance. 


The Trustees of the Rhode Island Hospital al- 
lowed this gift to accumulate until in 1941 when 
the Potter Memorial was completed, it had reached 
about $1,500,000. The cost of the building was 
about $330,000, so that the balance of this accumu- 
lated gift is available to provide substantial funds 
for its maintenance which, together with the re- 
ceipts for the care of patients, will provide suffi- 
cient funds for its maintenance. 
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The Potter Memorial was opened for patients 
on October 1, 1941. As an integral part of this 
building, a new admitting department, fracture 
clinic and semi-private unit were constructed. 
This section was incorporated under the same roof 
between the children’s wards and the Southwest 
Pavilion for women and children. 


General Plan and Materials Used 


The Potter Memorial is a three-story building, 
the top floor of which is used for infants and the 
other two floors for older children. It provides for 
73 patients; three six-bed wards, six three-bed 
wards, three two-bed wards, and 31 single rooms. 
It is possible to expand the capacity to about 83 
patients by the utilization of the solaria located 
in the southwest corner of each floor. 


The exterior of the building is of water struck 
brick with limestone trim and wood, with double- 
hung windows. The interior construction is of re- 
inforced concrete, floors are of terrazzo in service 
rooms and in corridors of the admitting and acci- 
dent departments and the fracture clinic. Other 
floors are of linoleum or asphalt tile. The walls 
are generally of smooth finish plaster except for 
the stair halls and service rooms, which have walls 
or dadoes of architectural terra cotta. The corri- 
dors have linoleum dadoes with caps and bases of 
rubber. Ceilings are of acoustical material or plas- 
ter. The pool is of ceramic tile with walls of archi- 
tectural terra cotta. Door frames are of metal. 
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Potter Memorial Building 


The doors are flush and covered with birch 
veneer and are four inches thick. The corridor 
side of the doors is protected by composition ma- 
terial. The elevator is automatic and provided 
with safety devices. Lighting and enunciators 
have been provided in each solarium for their 
utilization as wards, should the occasion arise. 


The building itself is of simple and attractive 
design and the main entrance, steps and platform 
are partially protected by a marquee. The base- 
ment on the south side of the building is high 
enough so that full-sized windows have been in- 
stalled for the most part, and on the north side 
sufficient areaways have been provided so that 
the basement is well lighted and can be well ven- 
tilated. The building is thoroughly protected with 
metal screens and all the windows are weather- 
stripped. 


Almost all the rooms for patients have a south- 
ern exposure, while the utility rooms and offices 
are located on the north side. About 50 per cent 





A view of the corridor showing glass in the walls along 
corridors so patients can be kept under observation by 
the nurses 
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of the children are cared for in single rooms 
which makes it possible to isolate all new patients 
for a period of about five days to make sure that 
they are not suffering from or have been exposed 
to some infectious disease. Each patient’s room 
has a lavatory for hand scrubbing and carrying 
out the technique necessary for the control of in- 
fection. There is also provided glass in the walls 
along the corridors so that the patients can be kept 
under observation by the nurses. This also makes 
the children happier because they can observe 
what is going on outside of their rooms. 


Special Features 


One of the rather unique features of the utility 
section is a single large room, divided into three 
sections by low walls, and is called the nurses’ 
workroom. This room contains sections for bed- 
pans, urinals, and sterilization equipment for these 
utilities; the middle section is for sterilization of 
instruments, basins and other utensils; and the 
third section is for the storage of linen. In this 
same room also is located the medicine closet. The 
nursing staff find that this is an extremely conven- 
ient room, saves a lot of time and promotes effi- 
ciency. Besides the nurses’ workroom there is also 
near the end of each ward a small utility room off 
of which there is a flower room. On each floor 
there is an alcove where wheelchairs and stretch- 
ers are kept. Also each floor has an intern’s inter- 
viewing room and small laboratory where blood 
counts and other simple laboratory procedures can 
be carried out. There is one room for premature 
infants which provides automatic high tempera- 
tures and control of atmospheric moisture. There 
is a room on each floor in which is located an air 
conditioning unit for asthma cases. On the top 
floor there is a porch to which cribs in the infants’ 
ward may be moved, and the patients on the first 
and second floors can be moved outdoors to the 
grounds by way of a ramp. 


In the basement there is located a pool, showers 
and dressing rooms for the treatment of cases of 
infantile paralysis. There is a combined classroom 
and teacher’s office and the School Department of 
the City of Providence furnishes a full-time 
teacher. In addition to these, there is an occupa- 
tional therapy room and two rooms for the appli- 
cation of plaster splints and other apparatus. On 
the first floor near the entrance is located a small 
but very attractively furnished memorial room. 


The lighting fixtures are modern and night 
lights are provided in patients’ rooms and corri- 
dors. To several of the rooms occupied by patients 
on each floor, to the treatment room, and to the 
room for premature infants is piped oxygen from 
a basement room where the oxygen tanks are lo- 
cated. This central supply of oxygen has proved 





75 














Equipment 


The equipment is modern in every respect. 
There are bedpan washers, sterilizers, utensil 
sterilizers and other equipment including a spe- 
cial unit in which milk can be either boiled or 
sterilized. Bedpans, urinals, basins, pus basins, 
and other utilities of this kind are of stainless 
steel and all the counters are covered with the 














same material. 


There are two sizes of beds, one for infants and 
smaller children with high sides, closely spaced 
spindles, and safety locks on the sliding sides. The 
youths’ beds are made of tubing the same size as 
used in adult beds and each bed is provided with 
meache: gatch springs and 12-inch drop sides. The mat- 
tresses throughout are made of rubber. 


to be very satisfactory and practicable. Some of Long experience has demonstrated that chil- 
these rooms are also supplied with suction appa- 








This pool is made of ceramic tile 





dren’s wards should be arranged and equipped to 






ratus from a central pump. 






The building is provided with a very good ven- 
tilating system and the air is filtered and moist- 
ened before it enters the ventilating ducts. Al- 
though not installed, it is possible to put in at any 
time an air conditioning unit so that the air not 
only will be filtered and moistened but also can 
be cooled. The building is supplied with direct 
radiation but the radiators in the patients’ rooms 













are unexposed. A nurses’ signal system has been 
provided throughout the building but is utilized 
only on the first and second floors where the older 
children are cared for. All the wards have direct 
indoor communication with the Southwest Pavil- 
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E Two of the patients treated at the Potter 
A six-bed ward Memorial Building 
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carry out the same kind of medical asepsis that is 
required in any communicable disease hospital. 
Every child when admitted is either suffering 
from some transmissible disease or is in the incu- 
bation of such a disease. If properly constructed 
and equipped, and if the nursing technique is prop- 
erly administered it is seldom necessary to quar- 
antine a whole ward. This makes it possible to 
utilize the children’s ward at full capacity at all 
times with but few exceptions. It is extremely 
important that the technique be provided in 
printed form so that each nurse, intern, and visit- 
ing physician may have a copy so as to secure a 
uniform procedure in administering the technique 
primarily for the protection of the children, but 


also of the physicians and nurses. In the Potter 
Memorial all these provisions have been made. 
After a year’s experience the physicians and 
nurses have found little to criticize. 


It should be noted that the Trustees of the 
Rhode Island Hospital used very good judgment 


in allowing this generous gift by the Potter fam- 
ily to accumulate to an amount which not only 


provided funds for the construction but also for a 
large percentage of its maintenance. This situa- 
tion is particularly welcome at a time when in- 
vested funds for hospital administration are not 
increasing very much and returns on investments 
are at such a low ebb. 





Br. Harry B. Clough 


Dr. Harry D. Clough, assistant medical director 
of the Rochester General Hospital, Rochester, New 
York, died at the age of fifty-six in Boston on 
October 1 en route home from a Cape Cod vaca- 
tion. 





HARRY D. CLOUGH, M.D. 


Doctor Clough was born September 8, 1886 at 
New Bedford, Massachusetts. He graduated from 
Brown University and received his medical edu- 
cation at Johns Hopkins Medical School from 
which he graduated in 1915. His internship and 
medical residency was served at the Rhode Island 
General Hospital. He was an officer in the Medical 
Corps of the United States Army in the First 


November 1942 


Sa 


Sa 


World War. In 1924 he went to the Rochester 
General Hospital as chief resident physician and 
was later designated assistant medical director. 
In 1940 he was designated by the Board of Di- 
rectors of the Hospital as director of medical edu- 
cation. During his eighteen years of service with 
the Rochester General Hospital he had numerous 
opportunities to accept positions carrying much 
higher salaries, but he elected to remain in the 
position which he and his colleagues regarded just 
as important and in work which was to his liking. 
In addition to being an able hospital administra- 
tor Doctor Clough was a specialist in electrocardi- 
ography. 

Doctor Clough was the type of public spirited 
citizen whose usefulness was in contrast to the 
modesty with which he exercised it. He was an 
affable, painstakingly industrious, reliable and 
loyal administrator; he had high ideals for the 
advancement of his hospital and the care of the 
patients entrusted to it, and he was fortunate in 


seeing them realized. 


+ 
+ 





National Foundation for Infantile 
Paralysis 


The Third Annual Medical Meeting of the Na- 
tional Foundation for Infantile Paralysis will be 
held in New York City December 3 to 4 inclusive. 
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Price Trend of Hospital Commodities 
McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


MONTHLY INDICES FOR HOSPITALS 


Oct. Oct. Oct. Oct. Oct. Oct. Jan.1 
1936 1937 1938 1939 1941 1942 


ALL COMMODITIES! ‘ 75.9 79.5 69.1 73.7 87.7 92.5 


Industrials! ‘ 74.0 78.5 71.5 79.6 90.6 92.4 
Agricultural! E 74.2 64.4 55.9 64.1 79.3 87.9 
Livestock! ; 80.1 94.2 75.0 67.3 R 93.0 101.6 
Factory Employment? : 104.9 110.3 94.2 107.3 135.3 132.4 
Factory Pay Rolls? : ; 92.9 104.9 85.0 103.2 166.6 173.5 
Wholesale Grocery Index? ; 87.3 86.4 74.1 84.6 101.7 107.6 
Cost of Living? 100.4 104.3 100.7 100.6 109.3 112.0 


1McGill Index %National American Wholesale Grocers Ass’n. 
*Bureau of Labor *Estimated 


war the crying need for coordination is being 

fulfilled. From now on more unity and prac- 
tical leadership will emanate from Washington 
rather than a continuation of chaos. This does not 
mean that the economic outlook is a cut-and-dried 
affair. As time goes on there will be more rather 
than less basic problems to iron out. From the 
very outset of the war this country has been faced 
with the problem of passing through three dis- 
tinct phases: First, the abrupt shifting from a 
peace to a full war economy. Despite a program 
of trial and error the transition has transpired in 
an amazingly short time. Today, we are well en- 
trenched in the second stage, namely, a period of 
unprecedented mass production of armament 
goods. Expanding production of military equip- 
ment and diminishing output of civilian goods 
will characterize business activity until all the 
requirements of the United Nations are satisfied 
and the war is won. Third, like everything else, 
eventually the war will end, and then, despite all 
the plans made to cushion the inevitable adjust- 
ment back to a peace basis, there will be another 
era of difficult times. Now that we are in the early 
stages of mass war production the most popular 
question is, What does the balance of 1942 and 
early 1943 have in store? The following represents 
a brief survey of our predictions covering the eco- 
nomic field in general: 


F THE FIRST TIME since the beginning of the 


Transportation 


The transportation problem will become more 
acute before the curtain drops on 1942. Through- 
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out 1943 our internal transportation facilities will 
be overtaxed in the endeavor to move all the war 
goods necessary to reach the pre-arranged produc- 
tion goals. The production of new rolling stock is 
bound to lag due to the inability to obtain an ad- 
equate supply of materials, particularly metals 
and labor. Delays in deliveries are inescapable. In 
a word, before long, freight priorities will be in 
force. Truck transportation must be reorganized. 
The problem of cross-hauling calls for more spe- 
cific action.. Finally, transportation costs will av- 
erage higher in 1943, reflecting higher railroad 
wages. 
Labor 


Some radical developments are directly ahead 
as regards labor to alleviate the rapidly increas- 
ing shortage. The Army is already up to 4% mil- 
lion men. A year hence the number will be close 
to 7% million, while the ultimate maximum goal 
is logically between 8 and 9 million. This would 
automatically siphon off approximately 30 per cent 
of the most efficient men between the ages of 15 
and 65 years. This is bound to force the most rigid 
form of labor control ever known in the history of 
this country. No war can be won without adequate 
materials, and raw commodities as well as fin- 
ished goods can not be produced without labor. 
There are only two ways this problem can be met: 
First, to curtail the labor turnover in essential in- 
dustries due to discrepancies in wage rates, and 
second, to employ draft powers over the millions 
of women workers to supplement men in indus- 
try. In summary, we predict that eventually a 
national service act will be inaugurated which will 
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result in rigid regimentation of manpower in 
order to prevent any bogging down in the war 
production schedule. 


Failures 


Due to the seriousness of the war situation and 
the fact that war production is lagging, the stage 
is now being set for a rising tide of commercial 
failures throughout the United States. During the 
first eight months of 1940 the total number of 
failures in the United States reached 9422. For the 
corresponding period of 1941 the number totaled 
8564, and for the first eight months of the current 
year the number dropped to 7085. We predict that 
the number of failures in 1943 will average be- 
tween 25 and 35 per cent greater than the total in 
1942. There are five reasons: First, the inability to 
obtain an adequate supply of basic raw materials; 
second, as stocks on wholesalers’ and retailers’ 
shelves are depleted, there cannot be immediate 
replenishment; third, the labor shortage is being 
felt in every quarter; fourth, there is no assurance 
that the next twelve-month period can be success- 
fully bridged without witnessing some shortage in 
the supply of power, and finally, the transporta- 
tion situation is bound to become much tighter.’ 


Wages 


Many individuals are assuming that with the 
appointment of James F. Byrnes, representing a 
one-man control over all agencies and all economic 
phases, the problem of wage stability is definitely 
settled. This is by no means the case. While wages 
and salaries are under Government control, we 
must reckon with economic forces. The pay level 
is guided by schedules prevailing on September 
15. However, it is generally recognized that ad- 
justments will be permitted in order to correct 
inequities and to permit wage rates to keep pace 
with any fluctuations in the cost of living. In the 
final analysis, nothing will be permitted to stand 
in the way of war production, and at present wage 
rates in the shipbuilding, plane, tank, and muni- 
tions factories are materially higher than in other 
forms of industrial activity. These are war times 
and therefore war industries set the pace. The 
point is that while widespread and far-reaching 
wage increases are definitely over, yet the under- 
lying trend will continue to move slowly yet 
steadily upward. We also predict that it will be 
necessary to broaden the work week in 1943. 


Commodity Prices 


Another phase which is gaining attention in the 
economic spotlight is the problem of an adequate 
food supply next year. This seems paradoxical in 
view of the bumper crops in 1942 and the record- 
breaking supply of foodstuffs which now chokes 
warehouses from coast to coast. However, the 
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“nigger in the woodpile” is the rapidly diminish- 
ing supply of labor on the farms, as farm labor 
has responded to the higher wage levels prevail- 
ing in industrial centers. Latest data show that 
while total national income is about 22 per cent 
greater than last year, industrial workers are re- 
ceiving 31 per cent and farmers are receiving 34 
per cent more money than was the case a year 
earlier. However, the relationship between indus- 
trial wage rates and farm labor is so widespread 
that it is not a stretch of the imagination to as- 
sume that crop yields next year will diminish. 
The government is desirous of maintaining a pro- 
duction in 1943 at least on a par with 1942, and to 
do so calls for special consideration. However, 
higher wage rates for farm labor would automat- 
ically increase the cost of production. There will 
be a tremendous amount of talk about keeping 
prices down, but here again we are dealing with 
a force that can be regulated, but not entirely con- 
trolled. Hence, we are progressing on the premise 
that the underlying trend of agricultural prices 
from a longer-range standpoint will rise to such a 
degree that the composite index of all prices will 
move little by little toward higher ground. The 
dangers of inflation have been largely eliminated 
for the duration. Our belief is that the real danger 
of inflation will come after the war is over. How- 
ever, just as in World War I, underneath the sur- 
face powerful elements are at work which make 
inevitable a higher price structure. We predict that 
in 1943 the price level of commodities will average 
on a minimum of 5 per cent and a maximum of 
10 per cent over 1942. 


Drugs and Chemicals 


Every week that passes brings the Government 
into a more dominating position in the drug and 
fine chemical industry. The War Production Board 
has delegated its authority over all narcotics to 
the Bureau of Narcotics which will control pro- 
duction, manufacture, distribution, and use of all 
narcotic drugs. In general, there is little prospect 
of any important easing in the supply-to-demand 
ratio of such important items as alcohol, quick- 
silver, etc., and prices are destined to hold firm at 
ceiling levels. 


Paper Products 


Concentration of production in order to conserve 
labor and power is definitely in the cards. Obvi- 
ously, many in the industry will be adversely af- 
fected. Fundamentally, the slump in production 
has run its course. The over-all demand for paper 
is definitely on the up-grade reflecting the fact 
that excessive inventories built up in 1941 are now 
largely liquidated. The outlook favors a strength- 
ening in the supply-to-demand ratio of basic raw 
materials—pulp, rosin, casein, etc. It is not advis- 
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able to proceed on the premise that activity will 
return to the peaks noted in 1941 and early 1942, 
but a foundation does exist that supports basic 
improvement over the conditions prevailing dur- 
ing the past three to four months. Dut to the 
growing problems surrounding transportation, 
labor, and producing costs a more liberal purchas- 
ing policy as regards papers in general appears 
basically sound. 
Cotton Goods 


The total production of cotton goods this year 
will approximate 12,500,000,000 square yards. This 
record production will be an increase of approxi- 
mately 6 per cent over the 1941 output. Despite 
this tremendous production volume, less and less 
cotton will be made available for civilian use as 
time passes. A recent survey indicates that at this 
time last year only about 30 to 35 per cent of cot- 
ton goods produced was covered by priorities. The 
present ratio is placed at 70 per cent of unfilled 
orders and more than 60 per cent of current pro- 
duction. As additional items receive priority treat- 
ment, it is expected that nearly 80 per cent of cot- 
ton textile production will be covered by priori- 
ties. Because of high retail and wholesale inven- 
tories, the civilian consumer has not yet felt the 
pinch of scarcity, but next year with only about 
20 per cent of output available for nonessential 
use, there will be a drastic contraction in per 
capita cotton textile consumption. 


Fuels 


The latest NAPA report shows that bituminous 
coal stocks in the United States on September 1 
amounted to 73,250,000 tons, or slightly more than 
28,000,000 tons above the year-earlier figure. The 
large industrial stockpile represents a logical and 
favorable situation inasmuch as there is no assur- 
ance that bituminous production can be main- 
tained at recent levels or that transportation facil- 
ities will be favorable during the winter. All types 
of industrial consumers are using coal at a greater 
rate than at any time in recent years, and total 
consumption is destined to remain above normal 
for the duration. Continued buying and storing 
should be undertaken on a maximum basis. 


In regard to fuel oil, the industrial conversion 
movement has been fairly successful, but the con- 
version of household heating units has only 
scratched the surface. A number of grades of fuel 
oil will be abolished in order to increase the trans- 
portation of these materials. For instance, for 
domestic use there will probably be only one oil 
comparable to No. 2. For industrial oil, it is ex- 
pected that there will be just No. 6. With the com- 
ing of winter weather it may be possible to in- 
crease tanker shipments along the East Coast and 
to the Pacific Northwest. The fuel oil statistical 
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situation in California has shown some improve- 
ment with stocks of residual oils 15 per cent less 
than a year ago, and furnace oil and gas oil stocks 
9 per cent less. Even with rationing, a tight sup- 
ply position is indicated nationally this winter. 


The gasoline situation is featured by the liber- 
alized government attitude towards civilian driv- 
ing which indicates that the reduction in gasoline 
use during 1943 will now be less than originally 
anticipated. Recaps are to be made available for es- 
sential drivers in greater number this month, and 
car owners have been urged to apply for replace- 
ments immediately before carcasses are so badly 
worn as to become useless. National rationing will 
be set up before the end of the year, but if gaso- 
line stocks are increased very greatly during 
early 1943 we believe that the ration allotment 
will be increased by next spring. The rail move- 
ment to the East Coast has averaged slightly be- 
low 850,000 barrels daily in recent weeks, but the 
coastwise movement may be somewhat larger in 
both the Atlantic and Pacific areas during the 
next few months. 


Groceries 


There is no question that rationing of foodstuffs 
will be more widespread in 1943. Already there 
is great concern over the prospect of a serious con- 
traction in the production of agricultural prod- 
ucts next year due to the growing shortage of 
labor. It is important to keep in mind that with 
the rapidly growing Army and Navy, the Govern- 
ment each month will be a greater factor in the 
purchase of the available supply. Then too, this 
country is committed to a lend-lease program, and 
it is imperative that large stocks of staple grocer- 
ies be shipped to England, Russia, and China. 
Prices are holding on a comparatively stable plane, 
reflecting the emergency price control act. How- 
ever, it is generally contended that the present 
system is not practical and will be scrapped for a 
new plan in the relatively near future. In any 
event, fundamentally, the underlying trend of 
grocery prices is destined to move slowly yet 
steadily upward as time progresses. 


Dairy Products 


In regard to butter, the main points to keep in 
mind are briefly as follows: Cold storage holdings 
now stand substantially below the previous five- 
year average. Production is now on the down 
grade along seasonal lines. In addition to high per 
capita consumption, government purchasing for 
lend-lease shipment is destined to expand. Feed- 
ing costs will average higher. Briefly, the price ad- 
vance has not run its course, particularly in view 
of Government support. 


Record-breaking cheese production has paved 
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the way for a new all-time peak in cold storage 
holdings, but this is not the forerunner of any im- 
portant price weakness. Output is now diminish- 
ing along seasonal lines. Domestic consumption 
will hold on an abnormally high plane, and equal- 
ly important, Government and lend-lease ship- 
ments will materially change the supply-to-de- 
mand ratio over the course of the next six to eight 
months. 


Likewise, record-breaking egg production has 
not resulted in an extensive increase in cold stor- 
age holdings. The reason is obvious, namely, Gov- 
ernment purchases for lend-lease account and high 
per capita consumption reflecting widespread em- 
ployment and purchasing power. Eggs are selling 
above parity, but the outlook still favors a def- 
initely higher price average over the course of the 
next six months. Incidentally, record breaking 
production is going direct to drying plants and 
booming war towns rather than to customary ter- 
minal markets. Drying plant capacity will be in- 
creased 110,000,000 pounds. 


Summary 


Obviously, the future of our economy is con- 
tingent upon the outcome of the war. Sufficient 
time has elapsed to permit a diagnosis of the ulti- 
mate outcome. Both Germany and Japan made 
astounding progress in the early stages. Now both 
drives have been definitely checked. Meanwhile, 
the United Nations are destroying enemy military 
equipment faster than it can be replaced. Produc- 
tion in the United Nations is forging ahead which 
means that superiority in equipment and man- 
power is shifting to the Allies. Unquestionably, 
plans are about completed for a second front and 
1943 will mark the first outstanding Allied offen- 
sive. It is usually the unexpected that happens, 
and while we recognize the futility of prognosti- 
cating the end of the war, yet it is our firm con- 
viction that by November 1943, the war in Europe 
will be over with an overwhelming United Na- 
tions victory. The war in the Pacific will likely 
continue into 1944. 





Civilian Defense—Emergency Base Hospitals 


Colonel George Baehr, Chief Medical Officer of 
the Office of Civilian Defense, Washington, D. C., 
advises that emergency provisions for the estab- 
lishment of a chain of emergency base hospitals 
throughout the United States have been com- 
pleted. The following statement from Colonel 
Baehr will eliminate any misunderstanding con- 
cerning the purpose of the units and the fact that 
they will not be called for service unless there is 
an actual enemy attack which necessitates move- 
ment of hospitals away from a dangerous target 
area: 


The Medical Division of the United States Office 
of Civilian Defense, through its Regional Medical 
Officers and State Chiefs of Emergency Medical 
Service, has now made emergency provision for 
the establishment of a chain of Emergency Base 
Hospitals in the interior of all the coastal states. 
They will be activated only in the event of an 
enemy attack upon our coast which necessitates 
the evacuation of coastal hospitals. Each base hos- 
pital will be related to the casualty receiving hos- 
pital which has been evacuated and it is expected 
that the staff will be recruited largely from the 
parent institution. 


In order to meet a sudden and unexpected crisis 
without delay, arrangements have been completed 
With state authorities for the prompt taking over 
of appropriate institutions in the interior of the 
state for this purpose and with local military es- 


November 1942 





tablishments for the transportation of casualties 
and other hospitalized persons along appropriate 
lines of evacuation. 


More than 150 hospitals in the coastal cities are 
in the process of organizing small affiliated units 
of physicians and surgeons, which will be pre- 
pared to staff the Emergency Base Hospitals if 
they should be needed. These units are composed 
of the older members of the staff and those with 
physical disabilities which render them ineligible 
for military service, and of women physicians. In 
order that a balanced professional team may be 
immediately available the doctors comprising 
units are being commissioned in the inactive Re- 
serve of the U. S. Public Health Service so that, 
if called to duty, they may receive the rank, pay 
and allowance equivalent to that of an officer in 
the armed forces. 


Dr. George Baehr, Chief Medical Officer of the 
United States Office of Civilian Defense, states 
that the members of these affiliated hospital units 
will continue to remain on an inactive status for 
the duration of the war, unless a serious enemy 
attack occurs in their region which necessitates 
the transfer of casualties to protected sites in the 
interior. Their commissions may be terminated 
upon their request six months after the end of the 
war, or sooner if approved by the Surgeon Gen- 
eral. Such approval will be given in the event such 
officer desires active duty in the Army or Navy. 
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Organization of A Rural Health Unit 


J. B. BASIL 


the United States in 1911. They represent a 

new conception of health service for rural 
areas. Municipalities had developed extensive 
health department organizations over a period of 
many years. This health work of cities had been 
so successful that the health protection of the ur- 
ban population was far superior to that enjoyed 
by rural people. Although people living in the 
country had every apparent advantage—abundant 
fresh air, variety of food, and all those hygienic 
factors that play such an important part in the 
growth and development of the child—neverthe- 
less, a child born in the country had less chance 
to escape serious illness, and actually to survive, 
than a child born in the slums. This anomalous 
condition could not continue. Doctor Lumsden, of 
the United States Public Health Service, aided in 
the organization of a health unit in Yakima 
County, Washington, following a serious outbreak 
of typhoid fever. Other county health depart- 
ments were soon established in Kentucky, North 
Carolina, and other southern states. 


Cite HEALTH UNITS were first organized in 


The need for this service was very great. There 
was a high prevalence of disease due to faulty 
sanitation. Many of the people in the rural areas 
had no knowledge of the importance of pure 
water supplies and proper sewage disposal. Milk 
sanitation had not been developed; communicable 
disease was largely unchecked. There were no 
facilities for health education in the schools, and 
no plan for the protection of the health of mothers 
and babies. 


The growth of the new conception of rural 
health service was slow. Many mistakes in plan- 
ning occurred, and little progress was made, for 
a decade. This was a time of trial, with plenty of 
error. There was little local support, often strong 
local opposition which caused serious retardation 
of plans. The impetus to the work came through 
the courage and steadfastness of the staffs of the 
United States Public Health Service and of the 
International Health Division of the Rockefeller 
Foundation. Financial aid and sound advice from 
these organizations carried county health service 
through the ten year trial period. 
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Real growth began in 1918, and by 1935 the con- 
cept had become so firmly established that the 
whole plan was incorporated in the Social Secur- 
ity Act, in which the Federal Government, 
through the United States Public Health Service 
and the Children’s Bureau, offered substantial 
subsidies to states for the development of sound 
rural health programs. Fund were provided also 
for the training of personnel for this work, both 
in public health administration and in child health 
protection. 

Organization 


The basic principles in the proper administra- 
tion of rural health work were established during 
the trial period, 1911-1918. They are very simple, 
and are essential to success. 


1 The health unit must be an integral part of 
the local governmental machinery, in the same 
manner as are the department of education, the 
departments of justice, police, highway construc- 
tion, and the like. 


2 The key personnel must be on a full-time 
basis, with no outside activities or source of rev- 
enue. They should be properly trained for their 
work, chosen on the basis of real: merit and not 
for reasons of political preferment. 


3 The population of the health district must be 
large enough to form a suitable administrative 
unit. It is generally accepted that a health district 
is not successful unless the population numbers 
at least 20,000, and preferably 30,000 or more 
people. This necessitates in some instances the 
consolidation of administrative units. In certain 
states where the population is sparse, it has some- 
times been necessary to combine three or more 
counties in order to embrace a suitable population 
unit. 


4 The work must be coordinated with all the 


HOSPITALS 





other community activities and facilities for the 
promotion of health and welfare. This includes 
the facilities for hospitalization and other means 
of care of the sick, and particularly cooperation 
with the organized medical profession. There 
must be coordination also with the department of 
education, the farm and home demonstrators, and 
the voluntary health agencies of the community, 
including the Red Cross, the tuberculosis associ- 
ation, and other health and social welfare organi- 
zations. 


5 The health services of the unit must be gen- 
eralized and not specialized. All the health activi- 
ties of the area, including the work of the volun- 
tary health agencies, the school health work, and 
the promotion of child health, must be integrated 
and correlated with the work of the official agency. 


6 The villages and municipalities within the 
area should join forces with the unit and allocate 
responsibility’ for their health protection to the 
full-time district health officer and his staff. Mu- 
nicipal health departments within the larger unit 
result only in confusion and inefficiency. 


7 Subsidy for the development of the work 
should be granted from the state and from the 
Federal Government. Certain areas in which 
greatest need occurs should receive larger sub- 
sidies, whereas the more well-to-do sections can 
carry on their work with relatively small outside 
assistance. 

Personnel 


The key personnel in rural health service con- 
sists essentially of: 

A full-time, well qualified, properly trained 

medical health officer 

Three public health nurses (as a minimum) 

One or more clerks 
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In addition, part-time personnel may be employed 
on a fee basis for services rendered. This includes 
physicians who carry out the clinical activities 
of the well-baby clinics, tuberculosis clinics, ven- 
ereal disease clinics; school health examinations, 
and other special services. Dentists may be em- 
ployed for certain dental hygiene activities, and 
other personnel may be employed as needed for 
special projects such as drainage for malaria con- 
trol, and other public sanitary projects. 


Activities 


Certain basic activities are carried out in all 
health departments. In some areas greater em- 
phasis is placed on one type of work than on 
another, because problems differ markedly in dif- 
ferent sections of the country. The general prin- 
ciples, however, apply to all. 


Vital Statistics. The collection, recording, and 
interpretation of all the vital data of the area are 
the responsibility of the health department. The 
information is gathered largely through the local 
registrars, and transmitted at suitable intervals 
to the health department. The collection and re- 
cording of these data are the duty of the clerk: 
she keeps all the files, transcribes the data, and 
receives all reports from physicians concerning the 
prevalence of communicable diseases; she is re- 
sponsible for all the continuous graphs and spot 
maps that are part of this essential activity. 


The control of Environmental Sanitation. The 
sanitary officer is largely responsible for this activ- 
ity. It includes the supervision of communal water 
supplies of the villages and of all public places, 
such as rural public schools, recreation grounds, 
and other water supplies to which the public has 
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access. He also aids individual families in protect- 
ing their home water supplies. Sewage disposal, 
both family and community plants, is his direct 
concern. He has charge of all sanitation of food 
supplies, of which milk sanitation is by far the 
most extensive activity. He also inspects and has 
charge of public eating houses; the sanitation of 
public buildings, playgrounds, swimming pools, 
recreational facilities, and housing; and of all other 
matters that relate to the prevention of disease 
through control of the environment. 


Communicable Disease Control. This activity is 
primarily the responsibility of the district health 
officer, although he is aided by all other members 
of the staff in various ways. The health officer has 
charge of all epidemiological investigations and 
aids local physicians in early clinical and labora- 
tory diagnosis. He institutes isolation and quaran- 
tine, and promotes community immunization. The 
health department keeps a supply on hand at all 
times of necessary biological materials that may 
be required in the control of communicable 
disease, and furnishes the practicing physicians 
with diagnostic laboratory outfits. Some health de- 
partments maintain a diagnostic laboratory in the 
health center, but in many areas this has not been 
found to be a feasible procedure. It is usually more 
satisfactory to send the specimens to a central 
state laboratory. Another method that may be ad- 
vantageous is to organize, with the local hospital, 
a joint clinical and public health laboratory. 


Most important of the communicable disease 
services are the control of tuberculosis and of ven- 
ereal disease. In the city one frequently finds 
the tuberculosis diagnostic service and venereal 
disease clinics housed within the walls of the 
health centers, but this is usually not a feasible 
procedure in most rural areas. A much more prac- 
tical plan is to organize all clinic services in the 
community hospital. This avoids duplication of 
x-ray equipment and other special laboratory and 
clinical equipment. Furthermore, it has been found 
that patients are much more likely to attend ven- 
ereal disease clinic service regularly—and tuber- 
culosis clinics as well—if these services are an un- 
differentiated part of the community clinic service 
at the community hospital. 


Community immunization programs, especially 
in the prevention of diphtheria and smallpox, 
rabies immunization, typhoid vaccination, and the 
like, are carried out on an extensive scale by the 
health department; this activity is centered in the 
health center, but large clinics are not needed for 
the purpose. The work is carried to the people in 
remote sections of the district, and local temporary 
clinics may be set up in the field whenever and 
wherever needed. 
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Promotion of Child Health. The promotion of 
child health is the province of all members of the 
health department, but is the special responsibility 
of the health officer and the public health nurses. 
This activity includes prenatal and postnatal ser- 
vices, school health promotion, supervision of 
midwives, and, in fact, all matters relating to the 
promotion and protection of the health of children. 
Here again, the major part of the work is not done 
in the health center, but is carried into the homes 
and the schools. In some communities health sub- 
stations are established in various parts of the 
district, in such locations and at such times as may 
serve the greatest number of people in the most 
convenient way. In large, sparsely settled areas, 
itinerant clinic service is sometimes offered. 


Health Education. By far the most important 
part of the work of the health department is the 
promotion of health education. This activity per- 
meates the work of all members of the personnel. 
In fact, the very reason for the existence of the 
health center is that it is an educational institution. 
The services that are rendered by various mem- 
bers of the staff are of great value per se; they also 
give a contact with the people, aid in the winning 
of confidence and in the promotion of understand- 
ing of the purpose of the work. Any given service, 
however, is of itself of little direct value, unless 
it is understood and carried out as an educational 
procedure. 


The promotion of good nutrition is a good exam- 
ple. Certain families in the area will be so poor, 
or so lacking in understanding, that they will not 
have enough suitable food to eat. Direct service 
will bring proper food to these people, but this is 
not a function of the health department. Its pri- 
mary purpose is to teach all the people in the 
county the normal food requirements of the body, 
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and to secure the cooperation of the whole area 
in providing for each family the optimum foods 
for the growth and development of children and 
the maintenance of the health of the entire family. 


The same philosophy permeates the other activ- 
ities of each member of the staff, from the health 
officer down through the clerical workers. Every 
contact with every individual in the county must 
be considered primarily as an opportunity for 
teaching health promotion and protection. All the 
agencies that can possibly be used for the dissem- 
ination of knowledge—much as newspaper ar- 
ticles, lectures, demonstrations, teachers’ meetings, 
talks with children, posters, moving pictures, radio 
talks, and all other vehicles—are utilized as means 
toward the common end. 


Citizens’ Committee. The staff of the health de- 
partment works largely through the various local 
community organizations, so that the citizens’ com- 
mittee is an important asset in interpreting the 
work of the health department to the people. This 
committee is large, well-organized, and representa- 
tive of all the various social, economic, and relig- 
ious groups in the area. The wise health officer will 
use the citizens’ committee as one of his most pow- 
erful forces in the community in the promotion of 
health work. 


Housing of the Health Department 


Little consideration has been given to the proper 
housing of the health department. At first it was 
allotted some remote and unused corner of the 
county courthouse or other public building. If such 
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space was not available, a rambling vacant store 
was rented, which always proved to be highly 
unsuited to the needs of the health service. It is 
now realized that health departments are an 
essential and important part of the community 
organization, and should be properly housed in 
a building planned to meet the requirements of 
the various types of work that the health depart- 
ment must carry on. The Commonwealth Fund 
has been a pioneer in health center building plan- 
ning, and the buildings erected in rural communi- 
ties under their auspices have served as models 
for other communities. Dr. Joseph W. Mountin, 
of the United States Public Health Service, has 
also given this matter a great deal of considera- 
tion.* 


Certain essential principles are obvious in plan- 
ning for the proper housing of the health depart- 
ment. The building should have the dignity and 
substantial character which are commensurate 
with the importance of the work. It should be con- 
veniently situated, near the center of the shopping 
area, in order to be accessible to the country peo- 
ple when they come to town to make their weekly 
purchases. There are certain advantages if the 
health center building is contiguous to the com- 
munity hospital; and in a few instances, where 
new community hospitals have been constructed, 
provision has been made within the walls of the 
community hospital for the personnel and activi- | 
ties of the county health department. Since the 
work is an essential part of the official govern- 
mental service, it should not be too far removed 
from the other county officials, such as the super- 
intendent of education and the department of pub- 
lic welfare. 


No single, simple plan can be presented which 
will suit the needs of each community that has a 
district or county health unit service. Each must 
be planned to suit local conditions, always looking 
at least 25 years ahead, and planning for the future 
rather than fitting the plan to meet existing con- 
ditions. For instance, there will always be a great 
temptation to incorporate extensive clinic services 
in the health center building. A much better plan 
is to incorporate all clinic and laboratory activi- 
ties within the community hospital. One 
tendency has been to copy the plans of the 
large municipal health centers. The health 
centers that have been built in large cities have 
made provision for tuberculosis clinics, venereal 
disease clinics, extensive dental service for chil- 
dren, large well-child clinic services, clinic space 
for the correction of eye defects, for postural de- 
fects, and the like. These clinic services have met 
the needs of the urban areas, but do not constitute 


*Mountin, J. W., Housing of Health Departments. Architectural 
Record, July 1942. Building Types, No. 67. 
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a suitable administrative procedure for the smaller 
town and the rural community. 


The outlay in equipment alone for these services 
is very great, and represents a duplication of ex- 
isting facilities. The health department should 
utilize the clinic facilities in the local hospital, or 
if none exist should promote them, and should 
also aid practicing physicians and dentists in the 
area to develop preventive services in their own 
offices. The function of the health center building 
should be to provide new facilities to meet grow- 
ing community needs, in keeping with modern 
trends in community health planning. 


Almost all health centers will find it advanta- 
geous to have one section that may be devoted to 
clinic services, but this space should be designed so 
that it can be adapted to a variety of uses. 


The most important function of the health de- 
partment is health education, so that the health 
center building must be planned around this con- 
cept. A large auditorium is not essential. Space for 
large gatherings can be found in other public 
buildings throughout the area, such as the public 
schools, churches, the courtroom, and the like. 
On the other hand, a small conference room is 
most necessary. It may be used for official meet- 
ings of the board of health, for public health hear- 
ings, for meetings of the advisory committee to 
the health officer, and in a hundred other ways. 
Provision should be made also for proper facilities 
for demonstrations, the preparation and storage of 
educational material, and for the storage of the 
diagnostic materials and biological products that 
are an essential part of the program for the control 
of communicable disease. Space may be allowed 
for education in nutrition, with a small kitchen 
and dining room that will serve the dual purpose 
of teaching and staff utilization. 


The health officer must have a quiet, capacious 
room, in which he can carry out his work properly, 
with freedom from interruptions. Since the cleri- 
cal service is extensive, it requires large office 
space because of the vital statistics records and the 
continuous files for communicable disease, with 
running charts and continuous graphs. 


The rest of the personnel are in the field prac- 
tically all the time. The nurses should have office 
space which they can use for headquarters, and the 
Sanitary officer needs a small office with space for 
his necessary equipment. 


In many health centers, provision is made for a 
dental clinic. A better plan is to arrange for neces- 
Sary preventive dentistry in the offices of the 
dentists who practice in the community, rather than 
the installation of a dental clinic within the walls 
of the health center. 
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The building may be relatively inexpensive, but 
should be dignified, conveniently located, suited 
to the major purposes of the organization, with no 
community duplication of expensive clinical instal- 
lations and other technical equipment. It should 
be suited to individual community needs, but 
planned with foresight and understanding of the 
major important functions that will be assigned 
to it. 


The pattern of an organization indicated in 
“Flow Chart” contained herein functions and 
divides the health unit as follows: 


ENTRANCE 
Perambulator shelter 


_ Entrance vestibule 
Hall and Exhibits 
Landscaping and protective railings 


CLINICS 
Maternity and Infant Welfare 

Weighing and undressing rooms for baby demonstra- 
tion weighing, undressing and general check-over 
by nurse. Room to contain desk for nurse, baby 
dress bins, scale 

Nurse’s office—for confidential discussions, formula 
preparation, etc. to contain refrigerator, desk, 2 
chairs, small demonstration table, sink, supboards, 
drainboard and small range 

Physician’s examination room for baby and mother 
examination to contain sink, physician chair, desk, 
2 chairs, cot, combination instrument cabinet, sup- 
plies, sterilizer, scale 


Toilets—two 


Clinic for General Examinations 
(Namely, venereal diseases, tuberculosis, etc. to con- 
tain Physician’s desk and chair, cot for examina- 
tion) 
Dressing cubicle with loose curtain rod, 2 patient’s 
chairs, scale, combination instrument supply and 
sterilizer, sink, elbow control 


EDUCATION 
General conference room—to serve as assembly room, 
conferences and divided in such a manner as to serve 
as waiting room for clinics. To accommodate approx- 
imately 50 persons 
Office for supervisor in charge of educational work— 
contains desk and two chairs, work bench, files, etc. 


Large closet for educational material 


Dining quarters and kitchenette for general staff. To be 
also utilized for demonstration, cooking classes, les- 
sons in nutrition, etc. 
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Floor Plan of Nurse’s Office 





ADMINISTRATION 

Health officer: To be sufficiently large to act as small 
conference room for eight persons; contains chairs, 
desk, bookcase, confidential file, communicable disease 
active file. Small closet with lavatory and coat rack 
adjacent 

Office for general workroom for administration, vital 
statistics clerk, secretary to department and informa- 
tion wicket. Contains chairs, two desks, active corre- 
spondence files, shelves for records 

Office for 3 visiting nurses, also one supervisor’s office 
and closets. To contain 3 desks and chairs, files, work 
table for depositing utility kits, etc. 


Office for sanitary officer. Contains one desk, two chairs 
and record files 


Laboratory for miscellaneous activity, with microscopic 
examinations, etc. Contains work bench, sink and 
drainboard, autoclave, incubator, refrigerator, file, 
supply cabinet 

Future expansion may be realized by 
One additional story, 

Additional bay as indicated on plan, 
Develop remaining portion of basement 


UTILITIES 
A basement plan has not been developed in these studies 


but the flow calls for 

Locker and toilets for male and female staff, also 
slope sink closet 

Small office for custodian with work shop adjacent 

Storage—a large central storage room divided to ac- 
commodate old record files, furniture, shelves for 
miscellaneous items, etc. 

Separate closet for diagnostic outfits and medical 
supplies 

Boiler room with fuel space 


GENERAL REQUIREMENTS 
Interior finishes 


Floors: First floor may without exception be finished 
with linoleum or asphalt tile or other similar floor finish 
on cement. 


Partitions: Flush metal wood or composition to top 
of doors, obscure glass to ceiling. Insulation may be 
used as core where desirable. 


Walls: Plaster, base of rubber backed with cement 
and plaster ceiling. Clinics, auditorium and hall ceilings 
to be acoustically treated. 


Windows: Casements with lower ventilator hinged 
at bottom to swing in. Upper portion hinged double 
hung or hinged at sides to swing out. Copper screening 
throughout, obscure glass for clinic windows. 





Plasma Bank at Woonsocket Hospital 


Leroy P. Cox, superintendent of Woonsocket 
Hospital, Woonsocket, Rhode Island, has an inno- 
vation which should be of interest to all hospitals 
that have established or are about to establish 
blood banks: 


“This hospital has a plasma bank of its own. 
All donors of blood for use in the hospital are 
given discs made of plastic. This should serve 
donor or patient in time of catastrophe if blood 
is needed. The discs are colored to indicate the 
four different blood types. These colors are as 
follows: 


International Jansky 


Deep Blue 
Deep Red 
White 

Deep Green 


“It is hoped if other hospitals adopt this idea 


they will keep to these colors so that they will 
become standard. 


“The discs are 144” in diameter with wording 
given below stamped on front or back. The holes 
are large enough for key chain or to hang around 
donor’s neck on chain or cord. Initials of donor are 
stamped, at hospital, below ‘HOSP.’ ” 
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Western New York Hospital Council 

At the Annual Meeting of the Western New 
York Hospital Council held October 7 at the Buf- 
falo General Hospital, the following officers were 
elected. 
President The Rev. Albert Rung 
Vice-President.....Mrs. Harriet L. Sprickman, R.N. 
Secretary-Treasurer Alice J. Mack 

These Officers hold office until the next Annual 
Meeting—October 1943. 


+ 


Coming Meetings 

November 5-6—Maryland-District of Columbia 
Hospital Association, Annapolis 

November 11—Colorado Hospital Association, 
Denver 

November 11-12— Kansas Hospital Association, 
Wichita 

November 14—Oklahoma Hospital Association, 
Oklahoma City 

December 3—Utah Hospital Association, Salt Lake 
City 

February 16-18—National Association Methodist 
Hospitals and Homes, Indianapolis, Indiana 

February 18-19—Texas Hospital Association, Fort 
Worth 

March 10-12—New England Hospital Assembly, 
Boston 

April 14-16—Hospital Association of Pennsylvania, 
Philadelphia 

April 27-29—Ohio Hospital Association, Columbus 

May 5-7—Tri-State Hospital Assembly, Chicago 

May 10—Mississippi State Hospital Association, 
Jackson 
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Blue Cross News 


David Dietz, Science Editor, Scripps* 
Howard Newspapers, who addressed 
members of American Hospital Asso- 
ciation on “Hospitals and the Press” 
at the St. Louis War Conference 
has conducted a daily column on sci- 
ence for the past eighteen years, and 
is known as the Dean of Science Writ- 
ers. He was the winner of the Pulitzer 
prize for journalism in 1937 and is the 
author of two books “The Story of 
Science,” and “Medical Magic.” He is 
a lecturer on General Science at West- 
ern Reserve University, Cleveland, 
and was the visiting lecturer this sum- 
mer in the Department of Interna- 
tional Relations at Yale University, 
with his lectures entitled, “Science 
and the War.” 


Medicine and War 
By David Dietz 
Scripps-Howard Science Editor 


St. Louis: An active campaign to bring hospital 
care within the reach of every American citizen, 
irrespective of his financial level or geographical 
location has been launched by the hospitals of 
America. 


The action was taken here at the “War Con- 
ference” of the American Hospital Association in 
response to a motion presented by Dr. Robert H. 
Bishop Jr., director of the University Hospitals 
of Cleveland. 


The “Bishop Resolution,” as it is already known 
In hospital circles, is designed as an answer to 
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those leaders in American life who believe that 
the only solution to America’s hospital problem 
is government action. 


A bill is now pending in Congress which would 
amend the Social Security Act to provide for com- 
pulsory hospital insurance under government ad- 
ministration. 


It is pointed out here by officers of the Ameri- 
can Hospital Association that the Bishop resolu- 
tion is a direct answer to legislation of that sort. 
In other words, the hospitals themselves accept 
the challenge of meeting the situation in their 
own way. 


These officers believe that the Bishop resolution 
will mark a milestone in the development of 
America’s thinking and planning in the field of 
social action and that it will have an important 
influence upon policies in days of postwar recon- 
struction. 


The hospitals plan to accomplish this necessary 
extension of hospital care by expansion of the so- 
called Blue Cross Plans as the hospital service 
plans are now known collectively. 


At the present time these hospital service plans 
have 10,000,000 subscribers in the United States. 
Under them, the subscriber makes a small month- 
ly payment. In return he is guaranteed 21 days 
of hospitalization in any one year should it be- 
come necessary. 


The goal set by the American Hospital Asso- 
ciation is to extend these plans so that eventually 
they will take care of 100,000,000 people. 


Discussing his resolution, Doctor Bishop said, 
“The American public needs adequate hospital 
care. It is asking it and it is going to get it. People 
will not long continue to be denied it. 


“As I see it, there is only one question at issue, 
whether it is going to be provided by a voluntary, 
privately operated plan, or whether it is going to 
be provided by a compulsory government plan. 


“It is necessary for us to understand that these 
gains will be brought to the people. The question 
for us to decide is whether it is not more in the 
spirit of traditional American democracy to do it 
by private initiative.” 


The above column was carried by United Press to all 
affiliated newspapers. 
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Resolution Submitted to the House 
of Delegates 


R. H. Bishop, Jr., M.D. 


Wuereas, Blue Cross Plans in their short history 
have already enrolled more than ten million sub- 
scribers, and 


Wuereas, Fifty million of the five hundred mill- 
ion dollars annual income to General Hospitals 
is now derived from Blue Cross Plans, and 


Wuereas, The principles of Blue Cross Plans 
strengthen not only voluntary hospitals but also 
strengthen and revitalize the self-reliance of the 
millions who participate with member hospitals in 
these Plans in the solution of the joint problem 
of hospital financing and the distribution of hos- 
pital care, and 


Wuereas, Blue Cross Plans now have a special 
meaning to America in its battle for production. 


Be It Resotvep, That the House of Delegates 
of the American Hospital Association requests the 
Trustees of the American Hospital Association to 
instruct its Approval Committee on Blue Cross 
Plans: 


1 To insist that areas now served by Plans be 
extended so that national coverage will result. 


To urge that all member hospitals of all Ap- 
proved Plans grant reciprocal benefits to all sub- 
scribers of such Approved Plans. 


To insist that Approved Plan Contracts move 
toward more comprehensive benefits and uni- 
formity. 

To insist that Approved Plans place greater em- 
phasis upon rural enrollment and upon the en- 
rollment of others who are not now eligible to 
membership. 


To initiate such experimentation as will result 
in more rapid extension of this voluntary meth- 
od of distributing the benefits of modern hospi- 
tals to the people. 


To urge all hospitals and Blue Cross Plans to 
wholeheartedly unite in demonstrating to the 
people the unique merits of Blue Cross Plans. 


— 





Recommended Reading 


The current issue of Coronet contains an inter- 
esting article entitled “Calling All Doctors for To- 
tal War.” The piece by Michael Evans states the 
problems of the civilian population as it seeks 
medical and hospital care under a war economy 
which has depleted personnel in these fields. The 
suggested solutions are: voluntary action, or gov- 
ernmental action. 
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AT MINNESOTA PLAN DINNER 


Left to right: E. A. van Steenwyk, Chairman, Hospital 
Service Plan Commission; C. Rufus Rorem, Director of 
the Commission; A. M. Calvin, Executive Director, Min- 
nesota Hospital Service Association; James A. Hamilton, 
President, American Hospital Association. All attended 
the recognition dinner given by the Plan in observance 
of an enrollment of one-half million subscribers. 





Resolution Submitted to the 
Hospital Service Plan Commission 


by John A. McNamara, Director, Cleveland 
Hospital Service Association 


WueEREAS: The Blue Cross Plans now protect 
10,000,000 workers and dependents against 
the hazard of sickness bills, and 


WHEREAS, the Plans have invested $20,000,000 
of the subscribers funds, or $2 per individual, 
in United States Government bonds, and 


WHEREAS, more than 400 employees of Blue 
Cross Plans have entered the armed forces, 


Be It RESOLVED: That the Hospital Service 
Plan Commission be directed to give suitable 
publicity to the patriotic uses to which the 
subscribers resources are being invested, and — 


Be Ir RESOLVED FurRTHER: that the Hospital 
Service Plan Commission arrange for mainte- 
nance of a complete roster of former Blue 
Cross employees who have or will become 
members of the Armed Forces, and the prep- 
aration of a suitable memento to be exhibited 
at future conferences of non-profit hospital 
service plans. 


Passed by Blue Cross Plans and Approved 
by the Commission 
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Members of the National Hospital Day Committee study 
a few of the entries submitted by hospitals all over 
America. Left to right are Kenneth Williamson, Felix 
Lamela, Mrs. A. G. Hahn and Albert G. Hahn, Chairman. 


James A. Hamilton, President, American Hospital Asso- 

ciation, presents a National Hospital Day Award to 

William S. McNary, Executive Director, Colorado Hos- 

pital Service, who accepts the award in behalf of the 

Colorado State Hospital which won first place in its 

class. The flanking Blue Cross representatives lend their 
photogenic qualities. 


Five New Blue Cross Plans 
Frank J. Walter, chairman of the Committee on 
Approval, recommended the following five state- 
wide hospital service plans for approval by the 
Board of Trustees, on all of which favorable action 
was taken at the regular meeting of Trustees held 
on Tuesday, October 13. 
Quebec Hospital Service Association, Montreal, 
Quebec, E. D. Millican, Director. 
Kansas Hospital Service Association, Topeka, 
Kansas, Sam J. Barham, Executive Director. 
Hospital Service Association of Montana, Hel- 
ena, Montana, John W. Schofield, Director. 
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Northwest Hospital Service Association, Port- 
land, Oregon, M. F. Bradley, Director, and W. 
B. Coffee, Secretary. 

Group Hospital Service, Dallas, Texas, Walter 
R. McBee, Executive Director. 





++ 


Hospital Service Plan Commission 


The Hospital Service Plan Commission of the 
American Hospital Association held its annual 
election October 13, 1942, with the following re- 
sults: 


Chairman: E. A. van Steenwyk, Executive Di- 
rector, Associated Hospital Service of Philadel- 
phia. 

Vice-Chairman: John R. Mannix, Director, Mich- 
igan Hospital Service, Detroit. 


Treasurer: George Putnam, President, Massa- 
chusetts Hospital Service. 


Director and Secretary: C. Rufus Rorem, Chi- 
cago. 


Commissioners: Dr. Peter D. Ward, Administra- 
tor, Charles T. Miller Hospital, St. Paul, Minne- 
sota; John A. Connor, President, Central Hospital 
Service, Columbus, Ohio; Dr. Herman Smith, Su- 
perintendent, Michael Reese Hospital and Dis- 
pensary, Chicago; Dr. S. S. Goldwater, President, 
Associated Hospital Service, New York City; Stan- 
ley F. Howe, Administrator, Orange Memorial 
Hospital, Orange, New Jersey; William S. McNary, 
Executive Secretary, Colorado Hospital Service 
Association, Denver, Colorado; and the chairman, 
vice-chairman, and treasurer. 


DOUBLE DIVIDEND IN CINCINNATI 


Mrs. Walter Gilb, shown caressing Blue Cross Bundles 
Tom and Jerry, was the 32,000th subscriber to be hos- 
pitalized by Hospital Care Corporation, Cincinnati. 
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There Still is a Chance 


It was relatively easy for Dr. C. Rufus Rorem, 
director of the American Hospital Association’s 
group service plan, to assume the role of prophet 
yesterday and to tell the association members that 
all of them had better supply voluntary hospital 
insurance or have the Government impose a com- 
pulsory system. Many have already provided vol- 
untary insurance. 

The problem of medical and hospital care is no 
longer to be regarded as a personal one. It is a 
national problem. The extent of this country’s hu- 


man waste was revealed when the Army had to. 


reject 1,000,000 of the first 2,000,000 men called 
under the Selective Service Act. The developing 
manpower crisis is teaching us that we simply 
can’t afford this waste. The armed services and 
the war industries and the farmers can’t afford it. 

In peacetime, it can be tolerated only at the 
price of high unemployment and heavy outlays 
by our communities for public care. Further, in 
this democracy of ours, everybody surely must 
have an opportunity to enjoy a healthy life. Pro- 
hibitive costs cannot be allowed to stand in the 
way. 

The experience of the group hospital plan—the 
so-called Blue Cross—shows that hospital care can 
be provided on a low-cost insurance basis and that 
people are eager to avail themselves of it when it 
is so offered. In seven years, the Blue Cross mem- 
bership rose from 100,000 to 10,000,000 persons in 
35 states. Far from being a “socialized” demon, it 
has meant financial stability for many a hospital. 

What has proved workable for hospitals will 
eventually be applied to medical care. President 
Roosevelt has already suggested increases in the 
social security tax. Some such development is in- 
evitable unless an adequate voluntary plan is 
brought forward. If “socialization” does come, it 
will be because the medical profession—unlike the 
















hospitals—failed to provide an acceptable alterna- 
tive. 
Editorial, St. Louis Post Dispatch 


Hospital Booklet 
Every patient entering Charlotte Memorial Hos- 
pital, Charlotte, North Carolina, receives a 24-page 
booklet which “has been prepared to enable our 
guests, visitors, and friends of guests to under- 
stand and appreciate the services” of the hospital. 
Three pages of the booklet are given to an explan- 
ation of varying “METHODS OF PAYMENT.” 
The following extract indicates that Carl I. Flath, 
administrator of the hospital, has a clear concept 
of the difference between hospital care and reim- 
bursement coverage. 

“Guests protected by membership in an ap- 
proved Blue Cross Hospital Service Plan 
(sponsored by hospitals themselves), such as 
Hospital Care Association or Hospital Savings 
Association, will be given immediate credit 
against the total hospital charges to the ex- 
tent of the benefits of their service contracts. 
The balance for services not provided for in 
such contracts is payable prior to departure. 

“Guests who have limited cash indemnifi- 
cation insurance policies with commercial 
carriers must bring such policies with them 
for examination by the Business Office .. . 
Because such policies often have many limi- 
tations and exclusions, guests holding the 
same must sign an assignment of benefits and 
agree to personal responsibility for the entire 
account if not accepted by the insurance car- 
rier. Guests holding such policies are advised 
where possible to contact insurance carrier 
before admission to establish rights to bene- 
fits, for such companies make no guarantee to 
hospitals for the payment of the account on 

the strength of membership only.” 





BLUE CROSS 
PLAN 
BANQUET 
James A. Hamil- 
ton addresses 
group. Others are 
Dr. C. L.: Hsia, 
Ray F. McCarthy, 
Charles P. Taft, 
and Mrs. 
Edward J. Walsh. 
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Hospital Degassing Station 


CHARLES EDWARD REMY, M.D., F.A.C.H.A. 


concerning the possibility of gas being used 

in the present World War by the various 
contendents thereof, under ordinary circum- 
stances, there appears to be a fairly general opin- 
ion evidenced in almost all quarters that, should 
conditions take on an appearance rather too un- 
favorable toward the Axis Powers, there is little 
question but that they would unhesitatingly resort 
to gas warfare. 


RQ exer of general opinions pro and con 


Since we most certainly anticipate that sooner 
or later the trend of the war effort must turn 
against our enemies if we are, as we feel confident, 
going to win the war, then we must certainly look 
forward to being gassed when the tides of war 
begin to turn decisively in our favor. 


The inevitable tendency is to assume that under 
such circumstances the gassing attack will fall in 
its greatest malevolence, upon the coastal cities, 
probably first those of the Pacific coastal area and 
Alaska, then possibly upon a few of the larger 
Atlantic Ocean ports of the North American con- 
tinent. More recently, however, there have been 
spokesmen who have asserted that the inland cit- 
ies of the Great Lakes region at least, and possibly 
other inland cities of major importance, are al- 
most equally as certain to be attacked as their 
sister cities upon the seaboard coasts. In that case, 
not only those cities on or near the coasts, such 
as Halifax, Boston, New York, Philadelphia, New 
Orleans, Galveston, Corpus Christi, Los Angeles, 
San Francisco, Seattle, and Vancouver need be 
on their guard and prepared against bombing and 
gas warfare attacks, but also such inland cities 
as Chicago, Milwaukee, Detroit, Cleveland, Toron- 
to, and Montreal will likewise have comparable 
responsibilities and be called upon for an equally 
terrible accounting if not prepared to meet such 
a situation should it arise. 


Hospitals Should Be Prepared 


It seems to be a foregone conclusion that gas 
attacks will occur upon at least some of these 
cities if we defeat the enemy and win the war. Not 
one of us can possibly entertain any other thought 
but that we shall ultimately win the war. In that 
case it may be assumed that gas warfare attacks 
upon some of our major cities constitute one of 
the inevitables of this war. 


Which cities will be the victims of this inhuman 
method of waging war cannot be foreseen. The 
more reason, therefore, that as a very definite part 
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e@ Dr. Charles Edward Remy, is Director of 
the Office of William Henry Walsh, M.D., 
Hospital Consultants, Chicago, Illinois. 








of the civilian defense program the hospitals of all 
the larger cities, coastal or inland, should antici- 
pate and prepare for such a major catastrophe. 


It has been repeatedly remarked that the rea- 
son why England has not suffered gas warfare 
attack from the enemy to date has been twofold. 
The first reason is considered to be the fact that 
early in the war England made exceptional prep- 
arations both for offensive and defensive chemical 
warfare, and that this fact has been well known 
in Germany. Secondly, it is stated that practically 
every individual in England has been equipped 
with a gas mask since the early part of the war, 
whereas the German civilian population have been 
quite unprepared and would have been quite de- 
fenseless against this lethal weapon of gas. 


The number of gas masks in the average Amer- 
ican community, whether of the United States or 
Canada, is quite generally known. The meeting of 
the problems of gas warfare attacks in American 
cities, if where, and when, therefore, evidently 
devolves upon the hospitals of the various com- 
munities. 


Not all of the presently known so-called war 
gases are released in gaseous form. Some of them 
are dropped or sprayed or disseminated in solid 
or liquid form and subsequently volatilize in the 
air. All of the lethal gases thus far used in chem- 
ical warfare actions are shown in the accompany- 
ing table. The chart shown was formulated by a 
member of the Chemical Warfare Service for the 
Fisher Scientific Company of Pittsburgh, Pennsyl- 
vania, and is reproduced here with the permission 
of and by the courtesy of that company. 


Particular Purpose of This Article 

The purpose of this present article is twofold, 
first, to counteract a statement recently heard at 
one of the major hospital meetings of the country 
to the effect that hospitals should not maintain 
degassing stations and that if lethal gas victims 
apply for first aid or hospitalization direct to any 
hospital they should be denied admission, regard- 
less of their condition, and told to report to a field 
degassing station, and that if they die as a result 
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of such delay, it will be too bad, but nevertheless 
merely one of the misfortunes of war; and second, 
to attempt elucidation of a type of degassing sta- 
tion which it will be possible for every hospital to 
set up as a somewhat primitive, but at least at- 
tainable, relief attempt worthy of consideration. 


In regard to the first item, it should only be 
mentioned that at a comparably recent assemblage 
of hospital superintendents one of the outstanding- 
ly recognized administrators of the hospital field 
remarked that no degassing stations should be 
set up anywhere near hospitals. He went on to 
remark that all such units must be kept out in the 
field distal to the field casualty stations, which 
latter would be established by the Medical Emer- 
gency Unit Squads sent into the field by the hos- 
pitals of the civilian defense organization. These 
latter in turn would establish degassing stations at 
still more distal points, yet nearer to the front 
line of devastation or the gassed area. 


When asked what should be done if gassed and 
injured persons did apply directly to the hospital, 
the reply was that regardless of the seriousness 
of their condition, or their individual importance 
to the community they would have to be refused 
admission. To let down the bars to a single gassed 
individual would establish a precedent, and pos- 
sibly disrupt the entire hospital routine for handl- 


ing the emergency situation as a whole. The 
thought expressed might be summarized in the 
statement that it is better one person should die 
for lack of hospital admission than that dozens or 
hundreds might die or be crippled as a result of 
the complete breakdown of the hospital first aid 
program. 


Such an argument is entirely logical if one does 
not think beyond the contingencies of the imme- 
diate moment. War is a ruthless juggernaut. We 
all recognize it as such. We also recognize that 
many relief activities which are the accompani- 
ments of war, and which must necessarily function 
with the thought in mind of the greatest good to 
the greatest number, appear ruthless to the on- 
looker and to the uninitiated. Certainly first aid 
service is not a place for mawkish sentimentality; 
it is a place for alert efficiency and for the shortest 
road to the correct procedure. 


There is no question about the correctness and 
the justifiability of such attitudes upon the field 
of battle and where only the immediate present 
and the immediate future are to be considered. 
Unfortunately, or fortunately, no hospital group, 
or hospital staff, or hospital board, or hospital ad- 
ministrator may justifiably think of emergency 
relief in terms of only the immediate present and 
the immediate future. The Army may do so, the 


November 1942 


Navy may do so, even civilians, as such, may do 
so. But the hospital may not. 


Public Inherently Trained to Go to Hospitals 


There is a very simple explanation for this fact. 
For the past fifty years hospitals have put on a 
twenty-four hour campaign, seven days a week, 
and three hundred and sixty-five days per year, 
inviting, instructing, educating and training the 
people of all social levels to go to a hospital at the 
time of any illness or health or accident emer- 
gency. A large proportion of the civil population 
of every large city in North America has had that 
precept ingrained into them from earliest infancy. 
It has become a part of them. They react as sub- 
consciously to it in time of stress as they auto- 
matically lift their feet one after the other in 
ascending a stair. 

The point is that in time of emergency, when 
they or their loved ones have been injured, when 
they are frightened and confused, when their 
reactions become automatic rather than conscious 
and volitional, such as must be inevitable follow- 
ing a lethal gas attack by the enemy, the people 
will turn instinctively and inevitably toward the 
nearest hospital. Many of them will be intercepted 
and taken care of in the field first aid degassing 
stations; many who are so directed will respond 
like automatons in their distress and turn and go 
to the field degassing stations. But despite these 
facts it must be anticipated that hundreds who for 
years have been reporting regularly to hospital 
out-patient clinics, will instinctively flee like child- 
ren to the sanctuary they have been drilled to re- 
port to for their ailments throughout the years, 
namely, the nearest, accessible, functioning hos- 
pital. Hospitals have been responsible for the 
creation of this state of affairs; the obligations 
thereof are now firmly and inescapably fixed upon 
their shoulders; when the emergency confronts 
them they must be prepared to meet and assuage 
it. They cannot evade the issue. For this reason, 
all city hospitals must be prepared, regardless of 
field degassing stations, to provide degassing facil- 
ities for those of the community who descend upon 
them for first aid and/or hospital care, following 
a lethal gas attack by the Axis Powers. 


The British have given definite recognition to 
the need of protecting hospitals through the med- 
ium of nearby degassing stations. For example a 
bulletin issued by the Department of Health for 
Scotland published as early as 1939 carried this 
statement: 

“It is essential to prevent the direct admission 

to the hospital of casualties who have been 

contaminated with persistent gas, such as 
mustard gas, and to exclude gas-contaminated 
articles from the main hospital building. 
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“The first step in the process of decontamin- 
ation is to get rid of solid outer clothing before 
the patient is admitted to hospital. For this 
purpose it will be necessary to provide shel- 
ters outside the hospital buildings, one for 
men and one for women, in which the outer 
clothing can be removed and deposited in bins 
for decontamination or destruction. 


“The shelter need only be a simple temporary 
structure of wood, or even canvas.” 


The same principles here expounded by the 
English and Scotch hold equally true today in re- 
gard to the hospitals of the Americas. 


Routes to Hospital Degassing Stations 


The routes to hospital degassing stations should 
be clearly and distinctly marked so far as is pos- 
sible. This may be attained to some extent by the 
preparation in advance of portable, temporary 
markers which may be hurriedly set up or attach- 
ed to buildings, fences, lamp posts, etc., for several 
blocks in each direction along the various roads 
or streets leading to the hospital. The desired end 
is best achieved and most satisfactorily attained 
by stationing or posting individuals to serve as 
guides or directors at various places about and 
adjoining the hospital property and covering all 
directions from which injured or gassed individ- 
uals may be expected to appear. It is particularly 
important that some person be posted at all those 
miscellaneous entrances to the various hospital 
buildings which cannot be conveniently locked 
during the period of the emergency; this is to 
assure that gas contaminated persons do not con- 
fusedly walk in and contaminate the various hos- 
pital interior areas. One of the reasons for the pro- 
vision of a hospital lethal gas decontaminating 
unit is for the lessening of just these possibilities. 


Ambulance Service During Gas Attacks 


The recently issued Medical Division Bulletin, 
Number 3, of the U. S. O. C. D makes mention of 
the fact that seriously injured patients may be 
brought to the hospital in a (gas) contaminated 
state, and that it is very essential that the hos- 
pitals arrange to meet such contingencies and pre- 
vent such patients from being inadvertently 
carried into the regular admitting department. 


Attention is also directed to the fact that hos- 
pitals or other agencies conducting ambulance 
service during enemy bombing attacks, where gas 
has been used, have a very definite responsibility 
for providing that any ambulance used for trans- 
portation of persons contaminated with persistent 
types of gas shall be so constructed that the entire 
interior can be washed with a strong solution of 
chlorinated lime. This essentially means that the 
Civilian defense program should immediately re- 
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quire that every hospital ambulance and every 
public or private company vehicle for ambulance 
service should be required to conform to the above 
specifications and the word immediately as here 
used means today—not tomorrow or when a gas 
attack occurs. Ninety-nine per cent of them do not 
conform at the present time. It is our opinion that 
should an attack be made upon any one of our 
cities tomorrow, all of that city’s available am- 
bulance supply would be needed, and that under 
existing conditions ninety to one hundred per 
cent of the available ambulances would be rend- 
ered unfit for occupancy, if gas was used in the 
attack, within the first few minutes as the result 
of contamination from persistent gases. It should 
be remarked that every ambulance can be readily 
rehabilitated to comply with the recommendations 
that have been made, or even to the point where 
they could be flushed out with boiling water or 
steam. But it would mean that some of the present 
luxurious accoutrements would have to be re- 
moved from these ambulances for the duration. 


Degassing Facilities 


In his excellent article entitled “Degassing Sta- 
tions” which appeared in the June issue of HOS- 
PITALS, it was remarked by Dr. Warren P. Mor- 
rill that 


“Any hospital planning to give primary care 
to military or air raid casualties which may in- 
volve gas casualties must be prepared to han- 
dle the gas casualties separately both for the 
patients’ sake and for the protection of other 
patients and personnel. Also the degassing 
procedure must be expeditious as varying pro- 
portions of gas cases may have other wounds 
which require relatively prompt attention.” 


Doctor Morrill’s article should be read with me- 
ticulous care by the superintendent or administra- 
tor of every hospital within the previously men- 
tioned danger zones of the Atlantic and Pacific 
coastal regions and the Great Lakes area, for it 
presents the rationale of a hospital degassing sta- 
tion. We consider the matter of such importance 
as to be worthy of discussion in even greater detail 
than that of Doctor Morrill’s excellent presenta- 
tion. 
Hospital Degassing Station 


We would like to call attention once more to the 
quotation from British sources where the state- 
ment is made that “The shelter need only be a 
simple temporary structure of wood or even 
canvas.” This is stressed for the very pertinent 
reason that we do not believe that our voluntary 
hospitals, at least, are able to afford the expense 
of building an elaborate degassing station adjoin- 
ing their institution which possibly may never 
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have to be used at all. It would be foolish for them 
to do so and we quite concur in their attitude. On 
the other hand, we happen to know, as a result 
of our general familiarity with hospital conditions 
throughout the country, that very few hospitals 
indeed possess sheds or out-buildings near enough 
to their casualty admitting entrances to be prac- 
tical or which would suffice for conversion to use 
as degassing stations. The result is that probably 
extremely few if any hospitals in the United 
States or Canada today possess facilities adequate 
for the establishment of a degassing station if the 
emergency need were to descend upon them. Yet, 
every paper, every magazine, every news com- 
mentator admits the occasion might be upon us 
tomorrow. 

It would appear that the essence of the situation 
is to suggest a means whereby every hospital in 
the danger zones could be prepared to operate a 
degassing station of sorts for protection of its per- 
sonnel and patients, and be able to put it into op- 
eration quickly—and by quickly we mean within 
fifteen or twenty minutes at the longest—if need 
arises. Another extremely important item is that 
this preparedness should not necessarily mean the 
outlay of a large sum of money for a special build- 
ing or elaborate equipment. We consider that such 
preparedness is possible to every hospital of the 
Great Lakes area and both costal areas by the 
utilization of inexpensive tentage instead of 
special building construction. 


If sectional floor and side walls are built in ad- 
vance and stored ready for use, so that a typical 
Adrian Barracks unit can be set up when needed, 
it will be more convenient than just the tent 
alone, but the tent alone is far better than noth- 
ing. Every hospital can afford to buy one large tent 
about 24 x 48 feet in dimensions and train a team 
from the hospital personnel te erect it quickly at a 
moment’s notice. Two such tents erected side by 
side, one for males and one for females, would be 
even better, but the point is that every hospital 
can afford to have at least one such tent in storage 
ready for use even if no occasion ever should arise 
for its use. With the tent should be stored the com- 
plete complement of items which will hereinafter 
be mentioned as essential for it to function as a 
hospital degassing station. To promote a better 
grasp of the possibilities of utilizing such a unit 
as is here suggested, we have had detailed draw- 
ings prepared and present them in the accompany- 
ing pages as Figures 1, 2 and 3. 


General Essentials of Hospital Degassing 
Station 


The general essentials for a practical and at 
least serviceable degassing station have been 
stated in any number of recently published articles 
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and bulletins. It has been repeatedly stated that 
they consist of: 


A Receptionist 


By the term receptionist we simply mean that 
some individual, man or woman, should be on 
watch outside of the entrance to the degassing 
station to see to it that persons needing such atten- 
tion shall be not only directed, but guided into the 
facilities which the hospital has provided; to see 
that if they are blinded, or fainting, or enfeebled 
they shall be conducted, or carried if need be, to 
those who are prepared to render prompt assist- 
ance of relief. 


An Entrance Area 


A definite small entry alcove or entry hall 
should be provided and manned by at least one 
male and one female attendant. These two persons, 
and the above mentioned receptionist alike, should 
be equipped with gas masks, complete gas-protec- 
tion suits, and rubber gloves, it being remembered 
that ordinary rubber gloves, either household or 
surgical, are inadequate for such service. The 
duty of these entrance area attendants will be to 
separate male and female patients and see that 
they are sent, ushered or conducted, or if neces- 
sary carried, into the respective male or female 
side of the degassing station. (Fig. 3) 


There should be a “gas lock” formed of two wet 
blankets, hung with about one foot of space be- 
tween them, at each point of departure or entry 
from one section of the degassing station to any 
other section of such station. This would apply 
equally to the entry from without to the entrance 
alcove, and from the entrance alcove to both the 
male and female stripping rooms. The entrance 
alcove itself may be a small tent set up just inside 
or just outside of the main tent entrance, or may 
be formed by two sets of wet blankets hung in a 
“V” shape, the open side being the entrance and 
each of the sides of the “V” opening respectively 
to male and female stripping rooms. 


Degassing Procedure 


There is a certain continuity in the degassing 
procedure which actually consists merely in sep- 
arating the service rendered to the gassed patient 
into definite steps or divisions of activity. These 
steps are not a mere development of routine for 
routine’s sake, as seems to civilians to be all too 
often the case in regard to anything which has to 
do with military procedure, or that is connected 
in any way with war, or preparations for war. In 
this instance they are simple, logical steps or 
sequences looking toward the end result desired, 
which is to rid the patient of all persistent gas. No 
more distinction than absolutely necessary can be 
made between adult and child in the degassing 
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station routine. The steps or sequences of service 
are: 


1 Removal of Outer Garments: Removal of the 
outer clothing such as, if a man, (a) the overcoat, 
(b) the coat and vest, (c) shoes or boots, (d) 
trousers, and (e) if not already lost or thrown 
away, the hat or cap. This is for the reason that 
these, as the outer garments, tend to be the most 
exposed and therefore presumably the more sat- 
urated or contaminated with the oils or liquids of 
the contaminating irritant gases. This is for pro- 
tection not alone of the individual contaminated 
patient, but likewise for the protection of the 
attendants and other patients with whom this in- 
dividual might.come into contact. The room in 
which the shoes and outer clothing are removed 
is ordinarily rather erroneously designated as “the 
stripping shed,” since the patient does not actually 
strip here, but merely removes the outermost gar- 
ments. (Fig. 3) 


It is quite essential that the attendants in this 
room or section should at all times be carefully 
protected by being equipped with gas masks, com- 
plete gas protective suits, and proper rubber 
gloves. It is particularly essential that the attend- 
ants in this room should be equipped with and 
always wear gas masks while assisting the gas 
contaminated patients to remove their clothing. 
This is not alone for protection from the irritant 
persistent gases, but for the further reason that 
if various gases have been released simultane- 
ously, a pocket or some container in the patient’s 
clothes may have retained enough Phosgene or 
other poisonous non-persistent gas to produce 
serious ill effects if inadvertently inhaled by an 
attendant during the course of the work of caring 
for the injured. It is during this first step of the 
degassing procedure as carried out in the so-called 
stripping shed that the patient’s personal belong- 
ings and valuables other than mere clothing, 
should be listed, placed in a bag or receptacle of 
some sort, and marked with the patient’s name 
and admitting number. Each patient, of course, 
follows the usual procedure of every hospital 
patient, whether in-patient or out-patient, of being 
allocated an identification or admitting number. 
It is our belief that in a hospital degassing station 
a tag bearing this number should be attached to 
a loop of cord and dropped over the patient’s head 
as soon as a number is assigned to the patient. This 
tag is discussed later in greater detail. 


In addition to the bag or receptacle aforemen- 
tioned, the patient’s shoes and outer clothing are 
also stored in a bag and tagged with the individ- 
ual’s name and identification number and sent to 
the hospital laundry or tailor shop, or such other 
place as may have been determined upon for 
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clothing decontamination. The patient’s valuables 
should be placed in the hospital vault for safe- 
keeping, or such other plan followed in relation 
to them as is the customary procedure in relation 
to admitted patients’ valuables, not forgetting 
prior decontamination, however. 


2 Removal of Final Clothings: Removal of the 
secondary or underclothing constitutes the second 
stage of the degassing operation. For some unac- 
countable reason this room has been designated as 
the “undressing room”—though it is actually in 
this room that the patient is finally stripped fol- 
lowing the more superficial undressing which was 
performed in the so-called “stripping” room. The 
underclothing and accoutrements which are re- 
moved in this second room or division of the de- 
gassing station sequence are, like the outer 
garments, placed in a bag or container of some 
sort, labeled with the patient’s name and admit- 
ting identification number and sent to the laundry 
or other designated point for complete degassing. 


3 Bathing Facilities: Following removal of the 
more intimate personal garments, or in other 
words, when the patient has been stripped and all 
clothing of every sort removed, the next procedure 
in order is the bath. Because of the emergency 
character of the service being. rendered in the hos- 
pital degassing station as well as the temporary 
or emergency character of the degassing station 
facilities, bathtubs are impractical in the first 
place and would be impossible to provide in the 
second place. Regularly installed shower baths 
are equally impossible in a shelter which must be 
set up in fifteen to twenty minutes, but are the 
bathing facility of choice in the instance of those 
hospitals which feel justified in the construction 
of a special building for use as a degassing station 
in the near vicinity of the hospital’s emergency 
receiving and casualty department. For the aver- 
age hospital, however, the temporary degassing 
station functioning under tentage will have to be 
satisfied with home-made shower facilities. These 
will be described in subsequent paragraphs. 


Bathing Booths 


Next in order, after the undressing room where 
the patient is stripped of all clothing, provision 
must be made for what is designated as the 
“shower room.” This, however, may possibly be 
the same room or area in which the final, last 
pieces of clothing were removed, the so-called un- 
dressing room, rather than an entirely separate 
room or section, such as is shown in the accom- 
panying diagramatic sketches. Here on both the 
male and female sides provision should be made 
for at least two and preferably four units for 
washing the patients. Spray nozzles are most effec- 
tive as a means of administering the bath. A few 
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spray nozzle can bathe themselves, but according 
to British reports, by far the larger proportion 
will require some assistance from an attendant. 
Each of the bathing units should comprise a com- 
pact space not to exceed five feet square. Each 
such space must if necessary accommodate two 
patients and an attendant; in other words, a five 
foot long table about forty inches high by twenty 
to twenty-four inches in width should occupy one 
side of each unit; then there must be allowance 
for an area of equal size on the opposite side of the 
unit where a patient, if able, can be administering 
his or her own shower; between these two the at- 
tendant should be stationed to bathe the one 
patient and maintain the other under constant ob- 
servation, at the same time seeing to it that 
wounds on all patients receive attention. The mis- 
take should not be made of attempting to utilize a 
stretcher cart for the bathing table for if this is 
attempted the attendant will suddenly discover 
that his table has disappeared with the last pre- 
ceding patient and much confusion will result. 


The Water Supply 


Where tentage is utilized, the water supply is 
a very important item since it is readily under- 
stood that no time is permitted for piping in reg- 
ular hot and cold water lines. Shower facilities 
must be provided by utilization of ordinary wash 
tubs, wash boilers, barrels, or other containers that 
will hold from twenty to forty or fifty gallons of 
water each. 


Every hospital should make provision for at 
least eight such containers and have them equip- 
ped with stop cock faucets to which a short length 
of % or % inch rubber hose may be attached. 
Spray nozzles for each of these should also be pro- 
vided. In addition, provision must be made for 
supports (Fig. 3) which can be folded when not 
in use and stored with the tentage and water con- 
tainers pending need for their use; one support to 
each two water containers, or a total of four fold- 
ing supports, would be required if two bathing 
booths be provided for male and two for female 
patients. (For construction suggestions see Fig. 3) 
The supports should be five to six feet high when 
erected and in position with water tub or boiler 
supported for use, thus affording ample spray 
pressure. An attached platform on the top of the 
support completes the equipment. All of this 
equipment can be manufactured by any hospital 
carpenter. 


The boilers, tubs, barrels, or other containers for 
the water supply should each have two nozzles, 
spiggots, or faucets in order that two separate 
lengths of hose may be attached, one for the 
patient administering his own shower bath, and 
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patients if given a piece of soap and access to a_ 





one for the use of the attendant who is bathing 
the second patient upon the table. The number of 
containers are doubled as compared to the number 
of supports to provide rapid replacement and non- 
interruption of the water supply since these con- 
tainers must necessarily be manually filled. Ordin- 
ary hose clamps familiar to every hospital nurse 
and orderly can be used to control the water flow 
through the rubber tube to the spray terminal. At 
least a double and preferably a treble or quadruple 
number of water reservoirs should be provided 
as a reserve supply for the replacement of those 
in the shower stalls as the latter become empty. 


The temperature of the water should be tepid or 
warm, but neither too hot nor too cold. This will 
necessarily have to be determined by the attend- 
ants assigned to the duty of keeping these reser- 
voirs filled and replaced and their judgment will 
have to suffice during the emergency. Running 
around with a little thermometer at such a time 
attempting to determine specific bath water tem- 
peratures would be too much like Nero fiddling 
while Rome burned. Heat for the tent in winter, if 
provided at all, would have to be of makeshift 
character by small stoves, electric heaters, tem- 
porary radiators or other measures such as the 
individual hospital may find it possible to provide. 
It must be remembered that we are discussing a 
time of critical emergency and if no heat is pro- 
vided in the tent it will still be warmer than the 
outer air due to cumulative body heat of the peo- 
ple assembled within it. In any case, heated or 
unheated, it will still be a shelter where human 
assistance will be available. 


Bathing Booth Dressings 


Under each water reservoir platform, or in other 
words, in each bathing booth there should be pro- 
vision made by a hook, nail or screw, to hang a 
box or basket of emergency dressings. These may 
be used for minor or for extremely urgent first 
aid measures. The basket should contain the fol- 
lowing few items only.* 


Tincture of iodine—or Alcoholic solution of merthiolate 

One dozen each of 1 inch, 2 inch, and 3 inch bandages 

One dozen 6 inch cotton applicator sticks 

Five yards of 1 inch and five yards of % inch adhesive 
tape 

A package of 100 gauze squares 3 inch x 3 inch and 4 
to 8 fold thickness 

One half dozen 12 inch to 15 inch lengths of % inch 
rubber hose for tourniquets 

One 3 inch light weight tweezers 

One 6 inch serrated tip thumb forceps 

One 6 inch mouse tooth thumb forceps 

One pair nurses bandage scissors 

One pair straight 5% inch Mayo scissors 

One lancet and one scalpel 

Four ounces of U.S.P. solution of hydrogen peroxide 

Four ounces of 0.5 per cent solution of potassium per- 
manganate 





*The equipment and supplies here specified must be replen- 
ished, if need be, from the regular hospital emergency casualty 
department, of which the degassing unit constitutes but a tempo- 
rary tenacle or arm. 
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Expansion of this list should be meticulously 
avoided since neither time nor space would per- 
mit it. Even the items listed should be utilized 
enly with extreme discretion as it is intended and 
desirable that all first aid, other than the actual 
degassing of the patients, should be rendered in 
the regular first aid station of the hospital emer- 
gency casualty unit where every facility for asep- 
tic technique is available. The possibility is, nev- 
ertheless, foreseen that certain minor first aid 
procedures may be demanded in the degassing 
station such as, for example, the application of a 
tourniquet to stop severe bleeding, the taping of 
a widely gaping wound, and so forth, depending 
somewhat upon the judgment of the attendant 
who is caring for the individual case. In other 
words, in times of critical emergency when life 
and death are in the balance, it becomes neces- 
sary that all individuals assigned to certain posi- 
tions utilize their ordinary sense and judgment to 
the fullest extent that they are capable. As a rule 
the end result is surprisingly good. The first aid 
supplies recommended for the hospital degassing 
station take the above mentioned conditions into 
consideration. 


Dressing Rooms 


Beyond the shower rooms it is necessary that 
the tent be again divided into a male and a female 
dressing room. Much time will be saved and the 
bathing service will be materially speeded up if 
all patients after being bathed are required to 
pass on into the dressing room to do their towel- 
ing, or to be dried by an attendant as the case may 
be. If they are ambulatory at all they should pass 
on from the bathing room into the dressing room 
where they should not have to hunt around for a 
towel, but where a towel should be handed to 
them by an attendant immediately upon their 
entry. The non-ambulatory patients should be 
transferred from the shower table to a stretcher 
cart or a wheel chair and shunted into the dress- 
ing room where an attendant should towel the 
patient on the cart or in the wheel chair, or ren- 
der such assistance to the patient in accomplish- 
ing the toweling as may be requisite. 


All patients as soon as dried will be given or 
have placed on them a hospital bathrobe or dress- 
ing gown, or some item of clothing for their pro- 
tection, and be directed or conducted to the hos- 
pital’s regular emergency casualty station. There 
must be no exceptions; all patients seen and cared 
for in the hospital degassing station must automat- 
ically be required to pass through the hospital’s 
emergency casualty station unit. Here every indi- 
vidual will be seen and examined by a physician. 
Those whom a physician pronounces well enough 
to be safely allowed to leave and go about their 
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business may be issued temporary clothing which 
they can later return when they come to secure 
their own possessions. All others whom the physi- 
cian hesitates to assume the responsibility of dis- 
charging should be admitted to those portions of 
the hospital which have been previously desig- 
nated by the commanding officer (the superin- 
tendent) according to the degree and type of in- 
juries suffered. 


It is our belief that an effort to return patients’ 
degassed clothing and possessions to them upon 
the same day as their degassing procedure occurs, 
can only result in complicating and slowing up 
the more important procedures of degassing and 
first aid care and should therefore not be at- 
tempted. 


Care of the Eyes 


The eyes of the gassed patient should receive 
attention immediately upon entering the bathing 
room, even before any attempt at general bathing 
is begun. If this practice is not followed many 
patients will incur irremediable eye injuries which 
might otherwise have been avoided. Two types of 
solutions have been recommended and we advo- 
cate that both be included in the bathing room 
dressing boxes, available like the other items 
therein for immediate service should the occasion 
demand. 


A 0.5 per cent solution of potassium permanga- 
nate may be used full strength to flush out the 
eyes of gas contaminated individuals on the possi- 
bility that either Lewisite or mustard gas may 
have been encountered. On the other hand where 
hydrogen peroxide solution is used, it likewise 
should not exceed a 0.5 per cent solution; this 
means that the usual U.S.P. solution of hydrogen 
peroxide ordinarily carried in drug stores should 
be reduced in strength by addition of water be- 
fore being used. If a 2 or 2% per cent solution, it 
should be diluted by addition of three parts of 
water to one part of the bottle contained solution; 
if it be 3 or 3% per cent solution, then it should be 
diluted by adding five parts of water to one part 
of the bottle contained solution; the container will 
designate whether it is the standard 2.5 or 3.5 per 
cent solution of hydrogen peroxide. 


A single instillation of either of the above solu- 
tions as quickly as can be routinely provided after 
the contaminated patients arrive at the decontam- 
ination station is the procedure of choice for eye 
protection and the bathing room is the preferable 
site of administration. It is assumed that attend- 
ants will keep calm and use judgment in regard 
to all gassed cases, hence it scarcely seems neces- 
sary to remark that patients whose eyes have been 
severely attacked by gas may need to be person- 
ally conducted through the entire degassing pro- 
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cedure and thence over to the hospital emergency 
casualty station. 


The more simplified and direct all procedures 
of the degassing station can be rendered the more 
speedy the service will be without detriment to 
quality and efficiency. It must particularly be 
borne in mind that the methods of treatment in 
vogue are constantly changing as the medical men 
of the various armies attain ever-increasing ex- 
perience. Treatment suggested here may be obso- 
lete by the time this article is released; the same 
is true of tomorrow’s accepted treatment methods; 
every hospital and every physician and nurse 
must simply do their best to keep abreast of the 
latest developments in methods of care for the 
afflicted. 


Identification Tags 


For the most part procedure and activities of 
the hospital first aid emergency degassing station 
will function in exacly the same manner as one of 
the civilian defense field casualty stations. Thus, 
for example, the identification tag (Fig. 4) must 
be filled out by the first member of the hospital 
degassing station with whom the incoming gassed 
individual makes contact. This must be done im- 
mediately on the possibility that the patient may 
lose consciousness or become delirious before any- 
one else has an opportunity to secure these data. 


Adequate and efficient service requires that each 
identification tag must be completely filled in. 
Each portion of the information is important from 
some angle and should not be omitted. This is not 
a place for routine to be replaced by individual 
judgment; the requirement should be the filling 
out of every space on each tag. 


An individual dropping unconscious or becom- 
ing delirious just as the door of the degassing sta- 
tion is reached must be tagged just as meticulously 
as those who are conscious, describing the habili- 
ments, before their removal, as providing possible 
sources of identification should the individual die 
before relatives have been contacted. Other treat- 
ment administered but not indicated on the face 
of the identification card should be recorded on 
its reverse side as should suspicions of internal 
injury, severe hemorrhage, skull fracture, and so 
forth; likewise tourniquets, splints, etc., remem- 
bering always, however, that except in the direst 
emergency, all such treatments belong to the 
sphere of the casualty first aid section, after the 
degassing has been accomplished. 


The tag should be attached securely to some 
portion of the patient’s body and not merely to 
the clothing which must necessarily be completely 
removed if degassing is to be achieved. We have 
previously suggested a loop thrown over the pa- 
tient’s head. Or, the tag may be quickly attached 
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to the wrist or ankle. Each hospital should de- 
velop its own standarized procedure. 


Similar tags may be available in different, dis- 
tinct colors for—(a) patients’ outer garments in- 
cluding hat and shoes; (b) patients’ more intimate 
and lighter weight garments; and (c) for the pa- 
tients’ valuables. We have seen the suggestion 
that these be printed on light green, yellow, and 
pink respectively, the card for tagging the patient 
being white. The same purpose might be achieved 
we believe by having the original card, regardless 
of color, made up with three additional perforated 
tabs which could be torn off separately for the 
various purposes designated, but with a uniform 
pre-stamped number on each portion. We presume 
that the reason for suggesting the four separate 
tags is that the Office of Civilian Defense, Wash- 
ington, D. C., has apparently already had the in- 
dividual white identification cards printed for use 
in the tagging of patients. Different colored tags 
for the different types of items might possibly 
save time and lessen confusion in sorting. 


Treatment Symbols 


. A set of symbols has been devised by the med- 
ical division of the Office of Civilian Defense for 
utilization by personnel in the field first aid posts 
and casualty stations and the use of these should 
be just as carefully observed and followed by the 


THE IDENTIFICATION TAG SHOULD BE ATTACHED 
TO THE ACTUAL PERSON OF EACH AND EVERY 
INDIVIDUAL PATIENT IMMEDIATELY UPON AR- 
RIVAL AT THE HOSPITAL DEGASSING STATION 





IDENTIFICATION TAG 





Name 

Address 

Age 

PERSON TO BE NOTIFIED: 





Name 

Address 

Phone 

WHERE TAGGED 





Date 
DIAGNOSIS 


TREATMENT GIVEN 





WHERE SENT 





Signed 


Organization 











Figure 4* 


Identification tag measures 3% inches by 6 inches. Back 
to be used for supplementary information. 

*From Medical Division—Bulleti i; ili - 

oan, Waban ee ulletin No. 2, Office of Civilian De 
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TESTED, SAFE-PROVEN SOLUTIONS 


Prepared in one of America’s oldest biological laboratories, 
Cutter Solutions are proven safe before administration— by a 
special testing staff entirely divorced from production, a de- 
partment essential to a biological laboratory. They are tested 
chemically, physiologically, bacteriologically. 


ADMINISTRATION AS SIMPLE AS THIS 


Just insert connection tube or dripmeter already attached to your 
own injection tubing. No fumbling with time-consuming gadgets. 
No loose parts to wash, sterilize and assemble. It is this sim- 
plicity which makes for safety! 


CUTTER LABORATORIES ¢ BERKELEY * CHICAGO « NEW YORK 
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personnel which the hospital assigns to its own 
immediate degassing station. The purpose of these 
symbols is to indicate the degree of necessity for 
priority treatment of patients when they arrive in 
the hospital emergency first aid section or are ad- 
mitted to the hospital, or in other words, to facili- 
tate the sorting of patients by the hospital admit- 
ting service. The symbols which have been de- 
vised and which are advocated should be drawn 
prominently with a red skin pencil on the fore- 
head of the patient at the time that the identifica- 
tion tag is made out, and this should be performed 
by the person who makes out the identification 
tag when the patient arrives and is being cared 
for at the hospital degassing unit. 


PRIORITY TREATMENT SYMBOLS 


Symbol Signification Explanation 
U Urgent Meaning that immediate 
or early medical or surgi- 
cal attention is imperative. 


Indicating that a tourni- 
quet has been applied and 
that appropriate follow-up 
action should not be over- 
looked. 


Indicating that tetanus an- 
titoxin has been adminis- 
tered and should not be 
unintentionally duplica- 
ted; also that the patient 
has a wound which may 
become infected. . 


Tourniquet 


Tetanus Antitoxin 


Internal Hemorrhage * Indicating that patient is 
or was bleeding internally 
and that supportive meas- 
ures and early attention 
are called for. 


M-% Morphine Indicating that either % or 
or 1% grain of morphine has 
M-'% already been administered 
to the patient in the degas- 

sing station. 


Use of Finger Printing or Photography 


Some provision should be made by each hospi- 
tal for finger printing or at least for making snap- 
shots or photographing all patients who become 
or are unconscious on arrival or are otherwise un- 
able to give necessary identification data. An or- 
dinary snapshot camera or kodak can be utilized 
in the absence of other facilities for identifying 
the unconscious, mentally disturbed, amnesia vic- 
tims, and other patients who cannot give adequate 
information for identification purposes. Photo- 
graphs may even serve better for ordinary civil- 
ians than finger printing for the reason that no 
finger prints or files may be available or in exist- 
ence for comparison with the finger prints when 
taken. The majority of ordinary American citi- 
zens—male, female, adult, or child—have never 
been fingerprinted. 


Toilet Facilities 


Toilet facilities must not be overlooked for both 
males and females in setting up a degassing sta- 
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tion. Although only partially indicated in Figure 
3 there should be at least two toilet units in each 
undressing room where patients will have access 
to them immediately after casting off their outer 
clothing, or after completely disrobing. Toilets 
should likewise be available in the men’s and 
women’s final undressing and bathing sections, as 
well as in the drying or dressing rooms where 
they can be utilized immediately if the need de- 
velops. In this connection it must be borne in mind 
that these individuals cannot return to a toilet in 
the section from which they just came, nor go for- 
ward to a toilet in the next section in the sequence 
ahead. If they require toilet facilities these must 
be available in the section where the need occurs. 


The only type of toilet that is at all feasible in 
a temporary unit such as this hospital degassing 
station, is of course, the sanitary and theoretically 
deodorizing chemical toilet. An adequate number 
of these should be secured by each hospital in the 
danger zones and stored with the tentage, racks, 
first aid kits, and other equipment so essential to 
the quick projection of an emergency degassing 
station into actual functional activity, should the 
tragic need arise for its utilization. 


Conclusion 


It would seem almost superfluous to mention 
that the degassing station which has been de- 
scribed and illustrated in the preceding pages is 
not presented by the author as an ideal solution 
of the grave problem which many hospitals may 
have to meet and contend with in the next few 
months. The author quite well recognizes that 
many hospital groups and many engineers are ca- 
pable of developing a much better and more prac- 
tical emergency degassing unit than the one here 
suggested. The point which he has attempted to 
make is that degassing stations can be provided 
at a not too prohibitive cost and that every hos- 
pital should be informed of that fact. In line with 
this idea the possibility should be mentioned that 
if enough hospitals were interested and wrote in 
to the American Hospital Association regarding 
the matter, it might be that one of the large tent 
manufacturers or one of the organizations which 
ordinarily manufacture prefabricated houses, 
might be interested and be able to manufacture a 
practical emergency degassing unit in quantity 
numbers which would sell at much less than any 
individual hospital could manufacture its own. 


We would emphasize however, that should a 
gas attack descend upon any one of the larger 
American cities within the next few months, the 
public at large of that community would not for- 
get in many years the hospital or hospitals which 
had made no provision for their assistance during 
such a catastrophe. 
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Venereal Disease Control 


A report based on findings in New Jersey's 166 Institutions 


DANIEL BERGSMA, M.D.; MILTON I. ROEMER, M.D. 


ITH wartime increases in venereal dis- 
WV ex it is essential that all health agen- 

cies cooperate in the task of control. The 
contribution of no agency can be more important 
than that of the hospital. Increasingly, the hospi- 
tal is becoming the center of medical service, 
diagnostic and therapeutic. Through its corridors 
pass each year an appreciable section of the com- 
munity—one out of every seventeen in the country 
as a whole. Equipped to provide the best in health 
service in any community, the hospital can pro- 
vide great case-finding, treatment, and education- 
al services toward the elimination of venereal 
infections. : 


In appreciation of this, the New Jersey State 
Department of Health, under the direction of Dr. 
J. Lynn Mahaffey, undertook a survey of New 
Jersey hospitals in 1939-41 with reference to their 
venereal disease policies and procedures. The facts 
were gathered by personal visitation of represen- 
tatives of the State Bureau of Venereal Disease 
Control to the State’s 166 institutions. 


In general, every institution was found to con- 
tribute something to the control of venereal dis- 
eases. Awareness of the problem with appropriate 
measures was found to depend usually on the an- 
nual admission rate of the institution, being best 
where admissions were greatest. A consideration 
of the merits and shortcomings of the institutions, 
however, may best be done against a background 
of those measures which constitute the ideal hos- 
pital venereal disease control program. 


An outline of such a program may be briefly 
considered. Not every type of institution may be 
expected to participate fully in such a program; 
the specialized institution has certain natural re- 
strictions, particularly with regard to treatment 
services, but the general hospital may participate 
in every category of service. 


CASE-FINDING OR DIAGNOSTIC SERVICES 


Routine Serological Tests 
In-Patients— 
All ward patients 
All private and semi-private 
Newborns— 
Venous bloods on infants of syphilitic mothers at 
one month, two months, and six months of age 
Out-Patients— 5 


On all, except where emergency situation contra- 
indicates it, on admission to clinic 


ie ‘Malhers 


@ Dr. Daniel Bergsma, Captain, Medical 
Corps, U. S Army, is former Chief of the 
Bureau of Venereal Disease Control of New 
Jersey, and is now in charge of the Venereal 
Disease Division of the Medical Corps of the 
First Army and Dr. Milton I. Roemer, is 
Medical Assistant, Bureau of Venereal Dis- 
ease Control of New Jersey State Depart- 
ment of Health. 








On gonorrhea patients, repeat blood test weekly for 
4 weeks. Also on all sex contacts 


All blood donors routinely and within one week pre- 
ceding transfusion (Physical examination plus 
brief history on venereal diseases as well) 

Gonorrhea Smears or Preferably Cultures 

On all cases of suspicious genital discharge or in- 
fiammation 

On all gynecology patients 

On all sex contacts of persons having any infectious 
venereal disease 

Laboratory Services 

Serology— 

Screen flocculation test on all blood specimens 
(Mazzini, Kahn, Kline, etc.) 

Diagnostic flocculation or complement-fixation test 
on positive or doubtful screen test sera 

Spinal fluid serology 

Technician available for rapid test on blood donors 
at any time 

Dark-field examinations-— 


Separate dark-field microscope or interchangeable 
condenser with funnel stop 


Special lamp and special glassware 
Gonorrhea diagnosis— 


Gram stain preparations (including fresh full 
strength iodine stain) 


Perform gonococcus cultures or store special cul- 
ture media tubes in ice box and provide incu- 
bator space for planted culture specimens 

Special examinations— 


Spinal fluid cells (within one hour of withdrawing 
fluid), globulin, colloidal gold, etc. 


Ducrey bacillus culture (Chancroid) 
Spread for Donovan bodies (granuloma imguinale) 
TREATMENT SERVICES 
Prompt Treatment of any Venereal Case Detected 
In-patients in the hospital 
Out-patients in the clinic or by private M.D. 
Newborns in the hospital or clinic or by private M.D. 
Donors in the clinic or by. private M.D. ; 
Acceptance of Venereal.Cases for Hospitalization 
Non-infectious syphilis or gonorrhea— 
Syphilis: late latent, cardio-vascular, neurosyphilis, 
osseous, etc. 
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Pathology from old, healed gonorrhea 

Special diagnostic services, particularly lumbar 
taps (on patients requiring hospitalization for 
this procedure) 

Special treatment services, including fever therapy 
or intraspinal arsenotherapy for central nervous 
system syphilis 


Infectious syphilis and gonorrhea— 
Isolation (modified) 


Intensive arsenotherapy for syphilis (“five day” 
treatment) 


Fever therapy, etc. for resistant gonorrhea 


Venereal Disease Clinics 
Syphilis preferably in a special clinic (in polyclinic 
set-up) 
Gonorrhea with urology in men and gynecology in 
women or preferably in a special clinic (in poly- 
clinic set-up) 


Good clinic service— 
Complete examination of all patients 
Adequate case-holding and contact-tracing 
Cooperation with local and state health authorities 
Adequate diagnosis and therapy 


FOLLOW-UP AND EDUCATIONAL SERVICES 


Report of All Cases to Health Department 


Confirmatory blood-test and complete history, physi- 
cal examination, and diagnosis before reporting 


To be done by the physician and not laboratory, of- 
fice, or other division of hospital 


Follow-up of Detected Cases 
Trace contacts when possible 
Refer patient to clinic or private physician 
Notify clinic or private physician that patient is to 
be expected at stated time 
Request assistance of local health officer, if necessary 


Educational Literature 
Available for all persons passing through hospital 
Specifically given to persons with venereal diseases 
With this consideration of the ideal hospital 
venereal disease program as a background, what 
were the specific conditions found in New Jersey 
institutions for which change is indicated? It 
should, of course, be realized that the same poli- 
cies are not to be expected in specialized institu- 
tions, such as tuberculosis sanatoria, convalescent 
homes, or mental hospitals, as in general hospitals 
with their much greater turn-over of all categories 
of patients. Special modifications, may, of course, 
be expected according to the local situation. 


Case-Finding and Diagnostic Services 


The majority of hospitals in New Jersey are 
found to do routine serological tests on all ward 
patients. Only an occasional institution, however, 
includes semi-private and private patients in this 
routine. Despite the lower incidence of venereal 
disease in the higher income groups, it does not 
seem wise to deprive private or semi-private pa- 
tients of the opportunity of a routine serological 
test. It can hardly be claimed, today, that these 
patients would object to the technical procedure, 
since the venupuncture has become such a com- 
monplace in hospital practice. In fact, failure to 
take a blood test has been cause for malpractice 
action in the courts. 
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The actual technique of obtaining blood speci- 
mens depends, of course, on the administrative 
exigencies of the institution. It is believed more 
efficient to take the blood specimen at the time of 
a routine blood count when the patient is admitted 
to the hospital, or for out-patients at the time of 
admission to the clinic, rather than leaving all the 
specimens to be done on one established day a 
week. If taken on admission, the specimens may 
be stored in a refrigerator (without freezing) and 
all analyzed at one time in the laboratory on a 
single designated day. 

In the out-patient department, where a greater 
turn-over of patients is often seen than inside the 
hospital, routine serological tests are done only 
very exceptionally. Hence many syphilitics are 
not detected even though they are under medical 
care within a hospital. In prenatal clinics, of 
course, under compulsion of the New Jersey State 
Law on prenatal blood tests, routine specimens 
are usually taken and occasionally the routine is 
applied to patients attending the skin clinic, the 
urology clinic, the medical clinic, or on such other 
isolated services. Inclusion of all clinic patients as 
a matter of routine would be wisest. 


As for blood tests on newborns, a cord speci- 
men does not provide a basis for diagnosing syphi- 
lis in the baby. Yet several institutions obtain 
cord specimens routinely. If the serological status 
of the mother at the time of delivery is to be de- 
termined, a venupuncture must be performed on 
her. Most important is the assurance that the baby 
of a syphilitic mother (treated or untreated) will 
be blood-tested at one month of age and there- 
after. Rarely, however, is the hospital found to 
notify the pediatric or syphilis clinic that a par- 
ticular baby is to be expected for a blood test one 
month hence. The task of obtaining a blood speci- 
men from a small infant is not easy, and it is good 
hospital policy to have at least one physician on 
the staff trained in and available for this pro- 
cedure. 

The great majority of hospitals fortunately re- 
quire a recent Wassermann report from blood 
donors. A few remain, however, which do not. The 
donor’s serological test provides not only protec- 
tion of the recipient but also the benefit of an ad- 
ditional case-finding practice. Only the excep- 
tional institution, however, includes even a cur- 
sory physical examination or history in search of 
syphilis on its blood donors. This is particularly 
unfortunate since nearly all instances of transfu- 
sion syphilis reported in the literature have oc- 
curred from early infectious syphilis when the 
patient presents a chancre and when he may well 
be in a sero-negative phase (not giving evidence 
of the disease by Wassermann reaction). 

The microscopic examination of suspicious gen- 
ital discharges for gonococci is a prevalent hos- 
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pital procedure, but seldom is this carried on as a 
routine on the gynecological or urological serv- 
ices. One of the reasons is the unreliability of the 
usual Gram-stain preparation in other than acute 
male cases. The widespread use of the much more 
reliable gonococcus culture is therefore indicated. 

The laboratory service furnished by New Jer- 
sey hospitals is, in general, good. About half the 
institugions do their own serologies and half send 
the specimens out to some official health depart- 
ment laboratory providing free service. In many 
hospitals doing their own serologies, however, un- 
necessarily complex procedures are carried on, 
with every specimen being subjected to a com- 
plement-fixation as well as to one or two floccula- 
tion tests. It would be far more economical of 


laboratory time and materials to perform a sensi- - 


tive flocculation screen test on all specimens, with 
complement-fixation reactions or additional floc- 
culation tests only on the positives and doubtfuls. 
By this system more time would be left for other 
essential laboratory procedures. 

Nearly every laboratory is equipped to do spi- 
nal fluid cell counts and globulin reactions, but 
very often the importance of doing these tests is 
obscured under the impression that the Wasser- 
mann reaction is the only decisive element in the 
spinal fluid report. The importance of making 
spinal fluid cell counts within an hour of the time 
the specimen is obtained is occasionally not ap- 
preciated. Gold chloride or other colloidal reac- 
tions are furnished in about half the hospital lab- 
oratories. The gummastic reagent is preferable to 
use for the average hospital service with only occa- 
sional calls for such reports, since it does not de- 
teriorate with time as does gold chloride. 

The poorest calibre of venereal disease labora- 
tory diagnostic service encountered was the dark- 
field examination. Since call for its use is often 
only a few times a year, the apparatus tends to fall 
into a state of disrepair and the light source has 
generally been found improper. When the dark- 
field is called on for diagnostic service, however, 
the issue involved is always critical and it is im- 
portant to be able to furnish the clinician with a 
thoroughly reliable report. 

For the diagriésis of gonorrhea nearly every hos- 
pital laboratory provides microscopic examination 
of slide-preparations with Gram stain. None de- 
pended solely on a methylene blue stain. Only a 
very few laboratories, however, furnished a gono- 
coccus culture service, despite the demonstrated 
vast superiority of the culture over the spread, 
particularly in females and as tests for cure in 
both sexes. Among the few institutions in which 
gonococcus cultures were prepared, some failed 
to follow the technique essential for reliable bac- 
teriological results, although two or three prac- 
tised model technique. 
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Treatment of Venereal Patients 

Nearly every institution recognizes the neces- 
sity of treating venereal patients detected inside 
the hospital. Too often, however, associated i\l- 
nesses are regarded erroneously as contra-indica- 
tions for anti-luetic therapy (although this, of 
course, reflects the judgment of the particular 
physician) and treatment is left until after dis- 
charge. 

As for acceptance of known infectious venereal 
patients for hospitalization, it is unfortunate that 
the vast majority of the hospitals refuse to do 
this. If there is some other pressing condition as- 
sociated with the infectious syphilis or gonorrhea 
and requiring hospitalization, about half the insti- 
tutions accept the case. A small minority of in- 
stitutions declare themselves against accepting 
any case of syphilis or gonorrhea, regardless of 
whether it is infectious or not. The trend toward 
accepting infectious venereal cases for hospitaliza- 
tion seems to be increasing, however, along with 
wider understanding of the actual epidemiology 
of syphilis and gonorrhea. It must be recognized 
that syphilis, gonorrhea, or the other venereal in- 
fections are not communicable in the sense that 
scarlet fever or measles are—and the stringent 
precautions necessary to the exanthemata are not 
required. The spirochete and the gonococcus do 
not survive more than a brief period outside the 
human body, and their passage by other than sex- 
ual eontact is extremely unusual. The only excep- 
tions to this is the advisability of special tech- 
niques to prevent gonococcal infection of the eyes 
of the newborn and gonococcal vulvovaginitis or 
proctitis in the pediatric ward. 

A special word of disapproval must be passed 
about a handful of municipal isolation hospitals 
in New Jersey which refuse to accept infectious 
cases of syphilis or gonorrhea. It is surprising that 
in some communities the general hospital will 
hospitalize a patient with a chancre whom the 
isolation hospital rejects. The sooner infectious 
venereal diseases are regarded as communicable 
diseases to be prevented from sexual exposure of 
others by hospitalization, the sooner these diseases 
will be eliminated. As-a matter of fact, about a 
dozen New Jersey institutions have opened their 
beds to the treatment of early infectious syphilis 
by the recently developed massive-dose arseno- 
therapy method (the “five-day treatment”). Their 
progressive, yet cautious, approach to the experi- 
mental but promising technique is to be congrat- 
ulated. 

Nearly all hospitals in New Jersey make their 
beds theoretically available for diagnostic lumbar 
taps for the detection of central nervous system 
syphilis. Very often, however, admission techni- 
calities and expenses are so great as to discourage 
the patient from going through with it. Other ob- 
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jections are often offered to the performance of 
spinal taps in clinics although this is a perfectly 
satisfactory procedure—done in the best centers— 
for the vast majority of cases. The fact is that the 
great majority of syphilitics in New Jersey do not 
have the essential spinal fiuid examination before 
their discharge, largely because hospital beds are, 
in effect, inaccessible and/or because hospital rules 
prevent spinal taps or cisternal punctures from 
being performed in the clinics. 


Fever therapy for central nervous system or 
optic nerve syphilis is left almost entirely to the 
mental institutions, although an occasional gen- 
eral hospital will provide malarial or typhoid 
fever therapy. Admission to mental hospitals in- 
volves so many complex, legalistic procedures, 
however, that many patients are discouraged from 
or actually unable to go through with it. As a re- 
sult many neurosyphilitics requiring fever ther- 
apy do not receive it until irreparable late path- 
ology has developed and their institutionalization 
becomes obviously imperative. Simplified proced- 
ures for admitting patients to institutions giving 
fever therapy—and an increase in such services by 
institutions—would serve to reduce the ultimate 
cost of central nervous system syphilis in New 
Jersey. Such changes would cost far less than the 
$990,000 now spent annually in this state for the 
hospital care of psychotic syphilitics in state and 
county institutions. 


Venereal disease clinics are operated in the ma- 
jority of general hospitals throughout New Jer- 
sey. The calibre of clinic service, of course, varies 
considerably, but tends to be best where the phy- 
sician in charge has undertaken special graduate 
study. It may be pointed out that too often the 
management of syphilis is left solely in the hands 
of urologists, as a hangover of the days when 
syphilis was regarded primarily as a local disease 
of the genital tract. Since there is no organ which 
syphilis may not affect, it is best handled by a 
man with the point of view of internal medicine. 


At least 40 per cent of New Jersey’s general 
hospitals, however, do not operate special ven- 
ereal disease clinics. In a great many instances, 
this is because venereal cases are handled by a 
clinic located elsewhere in the community and 
subsidized by the local health department. It must, 
nevertheless, be recognized that the most desir- 
able location for a venereal disease clinic is in a 
hospital where a polyclinic service is conveniently 
available. (Venereal patients often have com- 
plaints referable to other diseases as well.) The 
stigma often attached to attendance at an isolated 
venereal clinic, furthermore, is greatly reduced by 
the clinic’s being in a hospital amidst other clin- 
ics. For these reasons, it behooves many of the 
hospitals, not now housing clinics for syphilis and 
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gonorrhea, to do so in the interest of public wel- 
fare. The financial support of such clinics may, in 
some instances, be partially defrayed by official 
health departments. 


As for the actual administration of clinics cur- 
rently operated in hospitals, the chief difficulty 
seems to be finding enough time to examine pa- 
tients thoroughly before starting treatment. Only 
a minority of hospital clinics succeed in doing 
complete histories and physical examinations on 
even 50 per cent of their patients. All too often the 
patient is treated for syphilis on the basis of a 
Wassermann report alone, without an accurate 
classification of the stage of the disease on which 
to base selection and dosage of drugs. One 
harassed physician is often left to handle twenty 
or thirty patients in an hour so that careless 
methods are inevitable. Under pressure, the phy- 
sician rarely investigates the individual status of 
each patient and acts essentially as a syringe- 
wielding technician, with the nurse asking any of 
the questions (if any at all) about treatment re- 
actions or other symptoms and recording all data 
on the charts. The hospital medical board is often 
lax in appointing adequate professional personnel 
to assist. 


Even greater under-staffing, however, is seen in 
the frequent lack of a social service department 
to provide contact-tracing and case-holding serv- 
ices in the clinic. The overwhelming difficulty in 
American venereal disease control today is the 
failure of patients starting therapy to continue 
until cured or arrested. Delinquency-rates are in- 
versely proportional to quality and quantity of 
social work and public health nursing assistance. 
Nevertheless, despite considerable assistance from 
local and state health agencies, there is widespread 
shortage of this type of personnel. 


Follow-up and Educational Services 


In this province, the most regrettable adminis- 
trative inadequacies are found. For here no ex- 
penditure, but only systematic routine, is needed. 
While nearly every institution provides for some 
system of reporting cases, the reporting is in the 
great majority of cases left to a clerical assistant 
(in the laboratory, office, or record-room) under 
no direct responsibility to the attending physician. 
Thus, a great many cases are found to go unre- 
ported, or when reported, are done so inaccu- 
rately, without the classification of the stage of 
disease required on the report card and essential 
for proper public health management. A labora- 
tory technician reporting a case on the basis of a 
positive Wassermann—and often a single, uncon- 
firmed test—is obviously unable to indicate 
whether the patient has highly infectious second- 
ary syphilis, congenital syphilis, luetic aortitis, or 
for that matter infectious mononucleosis, with a 
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In the development and adoption of measures for 
the better use of nursing skill and knowledge; in 
making known promptly the facts concerning new 
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biologically false positive reaction. Too often also, 
the patient is referred elsewhere with the expec- 
tation that the next physician will take the trouble 
to report the case. If the patient fails to reach the 
point of referral, as often happens, he goes unre- 
ported, is lost to the case-finding program, and 
may infect others. If he does go as directed, the 
second physician may falsely assume he has been 
reported already. It is sound hospital case-finding 
policy, therefore, to provide for prompt reporting 
of every venereal case by the physician who first 
makes the diagnosis. — 

Equally important, however, is the assurance 
that any venereal case detected shall ultimately 
reach a doctor’s attention. A rigid system of pa- 
tient-referrals is lacking in most institutions— 
with different testimonies on the “system” fol- 
lowed usually elicited from the hospital superin- 
tendent, physician, or nurse. It is essential that 
the name of any patient detected as having a 
venereal disease be given, preferably in writing, 
to the physician or clinic which he has chosen to 
attend or to which he has been referred. Far too 
often the physician or nurse feels his or her re- 
sponsibility ends when the patient has been told 
to go somewhere. Such casualness would never be 
tolerated with smallpox, though syphilis differs 
only by being the more insidious. If a physician or 
clinic for referral is not available at the time of 
discharge of the patient from the hospital, the 
local health officer should be notified to take re- 
sponsibility for the case. 

Only the exceptional institution provides edu- 
cational literature for its venereal patients or for 
its general population. And in the press of hospi- 
tal duties, rarely does the physician or nurse sit 
down with the patient and explain the nature of 
his disease, its communicability, and the need for 
treatment. The health education pamphlet on such 
matters, available from local and state health au- 
thorities, while no substitute for careful discus- 
sion with the patient, is a valuable adjunct and 
should be used far more generally. 

o> 2 @ 


The modification of current hospital practices 
and policies of venereal case-finding, treatment, 
and follow-up to those ideally advocated would 
not involve serious reorganization or expenditure 
in any instance. For nearly every measure advo- 
cated, facilities and personnel are already at hand. 
The task is one of organization of plans, inspired 
by a recognition of the problem and how much 
the hospital can do to help meet it. 


To assist the hospital in this entire program, 
official health agencies are prepared to furnish 
much equipment and personnel and to defray 
much of the cost. For detection of cases, thus, in 
New Jersey—as in nearly all states—all serologi- 
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cal examinations are provided without charge by 
laboratories of local and State Departments of 
Health. In addition, sterile needles and tubes are 
furnished for blood specimens, in some instances, 
so that hospital syringes need not even be used. 
If the hospital laboratory is equipped to do this 
work, the Bureau of Venereal Disease Control 
furnishes free antigen for the performance of a 
reliable flocculation test (Mazzini test). Entire 
dark-field microscopes with lamps are furnished 
to some hospitals in strategic locations. Micro- 
scopic examination of specimens for the diagnosis 
or gonorrhea or the other rarer venereal infections 
is provided by the laboratory of the State Depart- 
ment of Health. Finally, the Bureau of Venereal 
Disease Control is prepared to furnish a gono- 
coccus culture service to all hospitals which desire 
this new and valuable diagnostic procedure. 


For the treatment of venereal patients who are 
indigent, free drugs are available from the New 
Jersey State Department of Health. In the estab- 
lishment of a hospital venereal disease clinic, 
syringes and needles and certain diagnostic in- 
struments will be furnished without charge by 
the State Health Department. Special patient 
record-forms for syphilis and for gonorrhea are 
supplied. If local case-holding and contact-tracing 
personnel are not available, a public health nurse 
from the local or State Health Department may 
be furnished for the clinic. Finally, if it is found 
expedient to remunerate physicians working in 
hospital venereal disease clinics, the State De- 
partment of Health, in many instances, matches 
local funds to do this. 


For the follow-up of detected venereal cases, of 
course, all official health agencies are ready to 
serve— as long as the hospital furnishes them with 
the necessary data. Such service is available for 
both indigent and non-indigent patients. Educa- 
tional literature is available in quantity, on re- 
quest. Finally, the health agencies specializing in 
venereal disease control are ready to give expert 
consultation on any venereal disease problem— 
clinical, laboratory, epidemiological, social, legal 
—on request. 


The relationship, thus, between hospital and 
public health department must be cooperative. 
The hospital is in a position to attack venereal dis- 
eases in ways that cannot be matched by any 
other type of health agency, public, voluntary, or 
private. If syphilis and gonorrhea are ever to be 
reduced to the trivial proportions of many other 
communicable diseases in America, the hospital’s 
cooperation is essential. With the current wartime 
task of limiting venereal disease and its wasteful 
consequences to a minimum in our military and 
industrial population, the problem deserves close 
attention from all hospital administrators. 
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News Notes of Interest to the Hospital Field 


A. P. Bradham, administrator of the Montana 
Children’s Home and Hospital and the Shodair 
Crippled Children’s Hospital, Helena, Montana, 
has been commissioned as a Captain in the Med- 
ical Administrative Corps of the United States 
Army and has reported to Camp Grant, Illinois, 
for duty. Edwin Grafton, a member of the Board 
of Trustees has been named as administrator to 
succeed A. B. Bradham. 





+ 


Ray E. Brown has resigned as superintendent 
of the Shelby Hospital, Shelby, North Carolina, 
to enter the Course on Hospital Administration at 
the University of Chicago. 





++ 


Dr. F. E. Carrington has assumed his duties as 
superintendent of the Minneapolis General Hos- 
pital, Minneapolis, Minnesota. Doctor Carrington 
will serve during the absence of Dr. D. W. Pollard 
who is now serving with the armed forces of the 
United States. 





e+ 


Mary K. Harris, formerly directress of nurses, 
has been appointed superintendent of Latrobe Hos- 
pital, Latrobe, Pennsylvania, succeeding Mrs. Ruth 
Cort Bell, resigned. 





os 
++ 


Mae Hindman has resigned as administrator of 
the Children’s Hospital, Los Angeles, California, 
and Mildred E. Smith has been appointed as ad- 
ministrator. 





oo 


Dr. Seth S. H. Howes has been appointed super- 
intendent of the Arizona State Hospital, Phoenix, 
Arizona. Doctor Howes was formerly assistant 
superintendent of the new Hampshire Hospital for 
the Insane. 





oo 


Otto F. Keller, district manager of the Lutheran 
Hospitals and Home Society and administrator of 
the Lutheran Hospitals at Columbus and Grand 
Island, Nebraska, has been appointed adminis- 
trator of the Dodge County Hospital, Fremont, 
Nebraska, to succeed Evert E. Moody, who has 
been commissioned as a First Lieutenant in the 
Medical Administrative Corps of the United States 
Army. 





+ 


Mabel E. Montgomery, R.N., has been appointed 
director of the nursing service and the School of 
Nursing of the Stuart Circle Hospital, Richmond, 
Virginia. Miss Montgomery is a graduate of the 
St. Louis Hospital Training School and holds her 
B.S. and M.A. degrees from Teachers’ College, 
Columbia University. 
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James S. North has resigned as superintendent 
of the New Britain General Hospital, New Britain, 
Connecticut, and Dr. John C. White has assumed 
his duties as Mr. North’s successor. 





Forst R. Ostrander is the new administrator of 
the James W. Sheldon Memorial Hospital, Albion, 
Michigan. Mr. Ostrander succeeds Max E. Gerfen 
who has been commissioned as a First Lieutenant 
in the Medical Administrative Corps of the United 
States Army. 





E. C. H. Pearson, superintendent of the Good 
Samaritan Hospital, West Palm Beach, Florida, 
has been commissioned as a Captain in the Medical 
Administrative Corps of the United States Army, 
and has reported for active duty at Camp Grant, 
Illinois. Mrs. Robert D. Huntington, president of 
the Board of Governors of the Good Samaritan 
Hospital, will act as superintendent. 





Sister Mary Reginald has assumed her duties as 
administrator of the new Mt. Mercy Sanitarium, 
Lincoln Highway, Dyer, Indiana. 





Gale H. Rice has resigned as comptroller of the 
Nassau Hospital, Mineola, New York, a position 
he has held for the last sixteen years, to accept 
a commission as Captain in the Medical Adminis- 
trative Corps of the United States Army. Mrs. 
Pearl Edwards, formerly with the American In- 
stitute of Accountants, has been appointed to 
succeed Mr. Rice as Comptroller of the Nassau 
Hospital. 





B. B. Sandidge, who was superintendent of Cen- 
tral Dispensary and Emergency Hospital, Wash- 
ington, D.C., since 1920 and a member of the 
American Hospital Association since 1922, died re- 
cently. 





Louis M. Scheineson, Jewish Hospital, Cincin- 
nati, Ohio, has been commissioned as a Captain 
in the Medical Administrative Corps of the United 
States Army, and has reported at Camp Grant, 
Illinois, for active duty. 





Austin J. Shoneke, who recently resigned as su- 
perintendent of the New Rochelle Hospital, New 
Rochelle, New York, after fifteen years of service, 
has been appointed superintendent of the Litch- 
field County Hospital, Winsted, Connecticut, to 
succeed Herbert N. Morford, who has been ap- 
pointed superintendent of the Franklin Square 
Hospital, Baltimore, Maryland. 





++ 


Jennie Sullivan has assumed her duties as super- 
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intendent of the Bound Brook Hospital, Bound 
Brook, New Jersey. 





+ 


Dr. George R. Smith, for the last six years as- 
sistant superintendent of the Idaho State Mental 
Hospital, Blackfoot, Idaho, was recently appointed 
superintendent of the institution to succeed Dr. 
E. L. Berry, who resigned. Doctor Smith was su- 
perintendent of the Nevada State Hospital for 
nine years. ra 


+ 


Paul A. Smith, administrator of Helena Hospi- 
tal, Helena, Arkansas, has received a commission 
as a Second Lieutenant in the Medical Adminis- 
trative Corps of the United States Army and has 
reported for duty at Camp Grant, Illinois. E. L. 
Branson has been selected as administrator to suc- 
ceed Mr. Smith. 








Dorothea Thompson, R.N., has resigned as su- 
perintendent of the Hamilton Memorial Hospital, 
Dalton, Georgia, to accept the superintendency of 
the McCall Hospital, Rome, Georgia. Mrs. Stafford 
Brooks has succeeded Miss Thompson as superin- 
tendent of the Hamilton Memorial Hospital. 





Montez Wayne, R.N., has resigned as director of 
nurses of Rowan Memorial Hospital, Inc., Salis- 
bury, North Carolina, and Margaret Scott, R.N., 
formerly director of nurses and administrator of 
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the City-County Hospital, LaGrange, Georgia, has 
assumed her duties as Miss Wayne’s successor. 


+ 


Blanche M. Young, R.N., has resigned as super- 
intendent of the Williamson Memorial Hospital, 
Williamson, West Virginia, to accept the super- 
intendency of the Union Protestant Hospital, 
Clarksburg, West Virginia. 

St. Petersburg, Florida—The Don Ce-Sar Hotel, 
St. Petersburg, Florida, has been taken over by 
the United States Army Air Forces and will be 
converted into a hospital for that branch of the 
service. 











Chicago, Illinois—The Chicago Beach Hotel, 
one of the largest hotels in Chicago, has been taken 
over by the United States Army Air Forces and 
will be transformed into a station hospital for that 
branch of the service. Lt. Col. Joseph P. Mack, 
post surgeon of the five Chicago air force units, 
is in charge. The Army is purchasing the hotel 
on an order issued in Federal Court in Chicago on 
September 22. 





Gary, Indiana—The Methodist Hospital of Gary, 
Indiana, will start immediately on construction of 
a 130-bed addition to the present institution. The 
Federal Works Agency has authorized full prior- 
ities for construction materials and equipment. 
Dr. James Lawson, superintendent, has advertised 
for bids on the $300,000 project. 


a 
++ 


Elkton, Maryland—The award of a $222,450 
contract for the construction of a hospital in Elk- 
ton, Maryland, has been approved by the Federal 
Works Agency. The three-story brick building 
with space for seventy-five beds will replace the 
frame structure now occupied by Union Hospital. 








Leonardtown, Maryland—St. Mary’s Hospital, 
Leonardtown, Maryland, will have a new 32-bed 
unit to supplement its present facilities, increas- 
ing the capacity of St. Marys to 55 beds. Mrs. 
Emily Van Camp is superintendent of St. Mary’s 
Hospital. 





Prince Georges County, Maryland—Plans are 
being prepared for the construction of a 100-bed 
hospital for Prince Georges County, Maryland. 
The cost will be approximately $650,000. 





Philadelphia, Pennsylvania—The Pennsylvania, 
Friends, and Germantown Hospitals in Philadel- 
phia, and the Pennsbury Friends Home in Ger- 
mantown will each receive $10,000 under the terms 
of the will of the late Alfred C. Mason, a prom- 
inent philanthropist of Germantown. 
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